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PEEFACE. 


This,  the  thirty-seventh  volume  of  the  Society's  Transactions, 
contains  a  record  of  its  proceedings  during  the  Session  1911-12. 

In  it,  as  in  former  vohimes,  the  views  brought  forward  in  the 
papers  are  to  be  considered  as  those  of  the  writers  themselves 
and  not  as  those  of  the  Society  as  a  body. 

On  May  4th  a  conjoint  meeting  with  the  Glasgow  Obstetrical 
and  Gynaecological  Society  was  held,  to  consider  the  probable 
effects  of  the  "Maternity  Benefit"  clauses  of  the  National 
Insurance  Act  upon  obstetrical  teaching  and  practice  in  Scot- 
land. As  the  views  expressed  by  the  various  speakers  may  be 
of  interest  to  many  of  the  Fellows  of  the  Society,  it  has  been 
thought  advisable  to  include  their  remarks  in  the  present  volume 
under  Meeting  VII. 

THE  EDITOR 

October  1912 
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*lJobert    Patton    Ranken   Lyle,    M.D.,     Ch.B.,    Ncivcastle-on 
Tyne.  ...... 

David  Whiteside  Maclagan,  M.B.,  Ch.B.,  New  Zealand, 
Kennedy  C  M'llwraith,  M.B.,  M.C.P.  &  S.  Ont.,  Toronto, 
Robert  Alexander  John  Harper,  M.D.,  Ch.B.,  Dalkeith, 
William  Hogg  Prentice,  M.D.,  Ch.B.,  Pendleton, 

*Alexar.der  Mowatt  Malcolmson,  M.D. ,  Ch.B.,  Corstorphine, 
Caleb  Williams  Saleeby,  M.D.,  Ch.B.,  London, 
John  Ligertwood  Green,  M. D.,  Ch.B., 
William  Sloss,  M.B.,  Ch.B.,  Australia, 
Charles  James  Hill  Aitken,  M.D.,  CM.,  Cape  Colony, 
E.  R.  Secord,  M.D.,  OwteWo,    .... 
F'.  E.  Thompson,  M.D.,  Montreal, 
John  M'Gibbon,  M.B.,  CM., 
Thomas  James  Thomson,  M.D. ,  CM., 
Cliarles  Mowbray  Pearson,  M.B.,  F.R.C.P. Ed., 
Ewen  John  Maclean,  M.D.,  M.R.C.P.  Lond.,  Cardiff, 
James  William  Somerville,  ^LD.,  CM.,  Galashiels,     . 
Alexander  Miller,  L.R.CP.  Ed.,  L.F.P.S.  Glasg.,  Glasgoxr, 
Duncan  Macnab  Callender,  M.H.,  Ch.B.,  Lancaster,   . 
Robert  Cranston  Low,  M.B.,  F.R.C.P. Ed.,      . 
Benjamin  Philp  Watson,  M.D.,  F.R.CS.Ed., 
John  Macdonald,  M.B.,  CM.,  C2f^a7--/'y7c,      . 
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John  Sullivan,  M.P..,  Ch.B.,  Milnathort, 
Charles  "William  Sonierville,  M.B.,  Ch.li.,  China, 
300         Frank  Mayes  Willfox,  M.B.,  CM.,       . 
John  Tennant,  M.]j.,  (IM.,  Scuntho^ye, 

Alexander     Snnpson     Wells,     M.  B.,   F.E.CS.     Ed.,     Cap, 
'foivn,  ...... 

Andrew  Binny  Flett  M.B.,  Ch.B., 

William    Henry    Eden    Brand,    F.R.C.S.  Ed.,    L.R. C.P.Ed. 
Banchory,      ...... 

305         Francis  Cavanngh,  M.l).,  Ch.B.,  >S'Ar;///>Z(Z, 

Alfred  Lanibro "White,  L.R.C.P.  &  S.  Ed.,  Manchester, 
Robert  Bathgate  Johnston,  L.R.C.P.  &  S.  Ed.,  Penrith, 
Robert  Wilson  Gibson,  M.D.,  F.R.C.S.  Ed.,  Orton,     . 
Philip  Henry  Mules,  M.B.,  Ch. P).,  Neiv  Zealand, 
310         xVndiea   Francis    Honynian   Rabagliati,  M.D.,   Ch.B.,  Brad 
ford,  .  '. 

Donald  Gregor  Mac  Arthur,  M.  D. ,  C.  M. ,  AherfcUhj,     . 
Henry  Martyn  Stnmljles,  M.D.,  Ch.B.,  Sussex, 
Gilbert  John  Farie,  M.B.,  Ch.B.,  London, 
Katherine  Jane  Stark  Clark,  M.  \). ,  Ch.B. ,  D.  P.  H, ,       . 
315         David  Halliday  Croom,  M.D.,  Ch.B.,    . 

Eleanor  Russell  Elder,  M.B.,  Ch.B.,  Leith,      . 
Robert  W^illiam  Johnstone,  M.D.,  Ch.B., 
James  William  Keay,  M.D.,  Ch.B., 
Ivan  Cochrane  Keir,  M.D.,  Cli.B.,  iHeJksha)n,   . 
320         Alexander  Grant  Macdonald,  M.15.,  CM.,  Isle  of  Sky c, 
Charles  John  Shaw,  i\LD. ,  Ch.P>.,  Lochgilphead, 
*Frederick  Porter,  M.B.,  CM,,    .... 

Sherwin  Gibbons,  M.D.,  Los  Angeles, 

Russell  Gerald  William  Adams,  M.D. ,  Ch.B..  Neiv  Zenland, 
325         Duncan    Campbell    Lloyd   Fitzwilliams,  M.D.,   F.R.C.S. Ed, 
London,        ...... 

Clarence    Brian   Dobell,    M.B.,   M.R.C.S.  Eng.,    JLR.CP.L 
Cheltenham,  ..... 

Hugh  Steven.son  Davidson,  M.P>..  Ch.  15., 
Andrew     Mihoy    Fleming,    C.M.G.,     M.B.,     F.R.C.S.  Ed 
Rhodesia,    ...... 

Thomas  William  Edmonston  Ross,  M.B.,  Ch.B.,  Cardiff, 
330         Jobn  Benjamin  Hellicr,  M.D.,  M.R.C.S.  Eng.,  Leeds,  ' 
W^illiam  Brown,  IM.B.,  Cli.B.,  Bracnar, 
John  Hepburn  Lyoll,  M.D.,  CM.,  Perth, 
Henry  Howard  Robarts,  M.D.,  Ch.B.,  Iladdiiu/lon,     . 
Robert  Balfour  Barnetson,  M.P..,  Ch.l!.,  Portobello,    . 
335         James  Lochhead,  M.D.,  F.R.C.S. Ed.,  . 

Arthur  Charles  Strain,  M.D.,  Cli.B.,   JFcst  Hartlepool. 
Lewis  Beesly,  L.R. C.P.Ed.,  F.R.C.S.  Ed., 
James  Crawford  Gibb  Macnab,  M.B.,  F.R.C.S.  Ed.,     . 
Robert  William  Lessel  Wallace,  M.B.,  Ch.B.,  Bagdad, 
340         Alfred  Tlioni  liulkeley  Gavin,  M.B.,  CM.,  Loudon,     . 
Ala.stair  MacGregor,  M.D.,  CM.,  Grcenhithe,  . 
Edmond  Frost,  M.D.,  CM.,  Eastbourne, 
Edith  Cochrane-Brown  Pitts,  M.B.,  Ch.B.,  New  Zcalcmd, 
James  Brownlee,  M.D. ,  Ch.  13. ,  Middlesbrough, 
345         Peter  M'Ewan,  M.B.,  Ch.B.,  ,SV,Y/?7;()?w<(7/(, 
George  Douglas  Mathewson,  M.B.,  Ch.B., 
Andrew  Fleming,  M.D.,  Ch.B.,  Corstorphine, 
Robert  William' Craig,  ]\LD.,  Ch.B.,  i^orf^,       . 
Henry  John  Dunbari^iM.D.,  Ch. 11,      . 
350         Richard  Alfred  lUake,  M.D.,  Ch.B.,  Transvaal, 
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Jolin  Herbert  Gibbs,  F.E. C.S.Ed., 

Alice  ]\Iariou  Hutchison,  M.D.,  Ch.B., 

W.  T.  Clienhall,  M.D.,  Sijihuy, 

Alexander  Angns  Martin,  F.R. C.S.Ed.,  North  Shields, 
355         Jaines  Andrew  Gunn,  M.D.,Ch.B., 

James  Lawson  Russell,  M.B.,  Ch.l5.,  Todmordc.-n, 

Archibald  M'Kendrick,  F.R.C.S.  Ed.,  L.R.C.P.  Ed., 

Alexander  Scott,  M.B.,  CM.,  ij/uviwr//, 

Archibald  Simpson,  M.B.,  Ch.B.,  Tranent,     . 
360         Hirjee  Nowroje  Anklesaria,  L.R.C.P.  &  S.Ed.,  Bombay, 

Archibald  Cotterell  ^l'Ma.ster,  M.B.,  Ch.B.,  New  Zealand, 

Herbert  Pank  Thompson,  M.D.,  F.R.C.S.  Ed.,  Harrogate , 

Samuel  Davidson,  M.D.,  CM.,  ^eZso, 

William  Fowler  Godfrey,  M.B.,  CM.,  Manitola, 
365         Kaikhuson  Dadabhoy,  F.R.CS.Ed.,  L.R.C.P.Ed.,  India, 

Edward  Burnet,  ]\LB.,  Ch.B.,  Zc«?;ii/ff/^7«, 

Arthur  Samuel  Walker,  M.B.,  Ch.B., "ieiWi,   . 

Archibald  Dunlop  Stewart,  M.  B.,  L.K.C.S.  Ed., 

Edward  Alexander  Elder.  M.B.,  F.R.CS.Ed., 
370         Ethelbert  William  Dyer,  M.B.,  F.R.CS.Ed.,  Durban, 

William  Torrance  Smith,  M.B.,  Ch.B.,  Liverpool, 

Arnold  Davies,  M.  11,  Ch.B.,  J^Jenai  Bridge,   . 

John  Bruce  M'Moreland,  M.B.,  Ch.B.,  Moniaivc,  Dumfries 
shire,  ...... 

William  Omand  Sclater,  M.B.,  Ch.B.,  Jarrow-on-Tync, 
375         Archibald      George      Kirkwood      Ledger,      M.D.,       Ch.B 
Co2ipull,        .  .... 

Frederick  James  Greig,  L.R.C.P.  &  S.L,  Lt.-Col.,  R.A.M.C 
Stirling,      ...... 

Duncan  Lorimer,  M.B.,  F.R.C.S.Ed., 

Charles  Robert  Paterson  Mitchell,  M.B.,  Ch.B.,  Malvern, 

John  HalleyMeikle,  M.D.,  D.P.H.,    . 
380         David  Lloyd  Roberts,  M.D.,  F.R.C.P.,  Manchester,     . 

Elsie  Mary  Macmillan  Barnetson,  M. B.,  Ch.B,,  Joppa, 

John  Andrew  Macleod,  iLB.,  Ch.B.,  Inverness, 

Hugh  Smith  Reid,  M.D.,  F.R.CS.Ed., 

Allan  Macdonald  Dick,   M.B.,  Ch.B.,  I. M.S.,  F.R.CS.Eng 
L. R.C.P. Lond.,  Bombay,     .... 
385         Angus  Buchanan,  M.B.,  Cii.B., 

AVilliam  Bow  Tannahill,  M.B.,  Ch.B.,  Greenock, 

Aubrey  Middleton  Hewat,  M.B.,  Ch.B.,  Derby, 

Lsabella  Beattie  Venters,  M.B.,  Ch.B., 

Gerald  Hall  Lloyd  Fitzwilliams,  ]\LB.,  F.R.CS.Ed.,  Neiccaslh 
Emlyn,         .  .  ... 

390         Ronald  Grieme  Scott  Orbell,  M.D.,  Ch.B.,  Neiu  Zealand, 

John  Alexamler  Gray,  M.B.,  Ch.B., 

Cecil  Hobart  Houghton,  M.B,,  Ch.B.,  Ca2Je  Colony,     ■ 

Robert  Patrick  M'Morland,  M.B.,  Ch.B., 

James  Young,  M.D.,  F.R.CS.Ed.,       . 
395         John  Nigel  Stark,  M.  D. ,  F.  R.  F.  P.S.G. ,  Glasgow, 

Norman  Scott  Carmichael,  M.B. ,  Ch.B., 

Harley  Patterson  Milligan,  M.D.,  F.R.CS.Ed.,  Hessle, 

Thomas  Yule  Finlav,  M.B.,  Ch.B., 

David    Lawrence    Luckhoo,    M.D.,   L.R.C.P. S.Ed.,    British 
Guiajia,       ...... 

400         James  Crawford  Craig,  M.B.,  Ch.B.,  Aylesbury, 

John  Gibson  Craig,  M.B.,  F.R.CS.Ed.,  York, 

Alexander  Gibson,  M.B.,  Ch.B., 

Hugh  Ruthven  Lawrence,  M.D.,  Ch.B., 
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Ailiiiissioii. 

Alexander  Cross  Mallace,  M.B.,  Ch.B.,  CwZrosA-,  .  .  1908 

405         John  More,  L.R.C.P.Lond.,  M.R.C.S.Eiig.,    IMJnveU,  .  1908 

Percy  Wilfred  Sheplierd,  M.B.,  CM.,  im/s,   .  .  .  1908 

David  Elliot  Dickson,  M.D.,  V. R.C.S.Ed.,  Loc/iijrlljf,  .  1908 

John  M'Cullocli,  M.D.,  CM.,  Ontej-io,  .  .  1909 

Kobert  Brodie  Anderson,  M.D.,  F.R. C.S.Ed.,  Manitoba,         .  1909 

410         George  Scott  Carmichael,  M.D.,  Ch.B.,  M.R.C. P. E.,  .  1909 

William  James  Crow,  M.B.,  Ch.B.,      ....  1909 

Frank  Porter  Patterson,  M.D.,  F.R. C.S.Ed.,  Canada,  .  1909 

Alfred  Edward  Turnbull,  M.B.,  Ch.B.,  .  .  .  1909 

Alexander  Aitken  Ross,  M.B.,  Cli.B.,.  .  .  .  1910 

415         Stephen  Forrest,  M.D.,  Ch.B.,  ....  1910 

Herbert  Lindesaj'  AVatson  Wemyss,  M.D.,  Ch.B.,     .  .  1910 

John  M'Laren,  M.B.,  CM.,      .....  1910 

William  Eraser  Macdonald,  M.B.,  Ch.B.,         .  .  .  1910 

Morgan  Howard  Howard- Jones,  L.R.C. P.  &  S.  Ed.,    .  .  1910 

420         R.  C  Alexander,  M.B.,  Cn.B.,  ....  1910 

Keith  B.  MacGlashan.  M.B.,  Ch.B.,     ....  1910 

MatthewR.  Drennan,  M.A.,  M.B.,  Ch.B.,       .  .  .  1910 

F.  E.  Jardine,  M.B.,  Ch.B.,  PoacHjA-,  .  .  .  1910 

E.  S.  Mowat,  M.D.        ......  1910 

425         W.  W.  Carlow,  M.B.,  Ch.B.,  .  ....  1910 

J.  M.  Dewar,  M.B.,  Ch.B.,       .  .  .  .  .  1910 

A.  J.  Gordon  Hunter,  M.B.,  Ch.B.,  Zm^i(!/(^ow  .  1910 

W.  Menzies  Menzies,  M.B.,  Ch.B.,        ....  1910 

David  Shannon,  M.B.,  Ch.B.,  &7a.s(/ow,  .  .  .  1910 

430         Lewis  H.  F.  Thatcher,  M.D. ,M.R.CP.E.,      .  .  .  1910 

A.  L.  S.  Tuke,  M.B.,  C.J\I.,  Dunfermline,       .  .  .  191] 

James  Bruce  Ronaldson,  ^I.K.C.S.,  L.R.C. P.,  Ln'udun..  .  1911 

James  Langwill,  M.  11,  Ch.B.,  Jb^y/^ft,  .  .  .  1911 

P.  J.  Olivier,  M.B.,  Ch.B.,        .....  1911 

435        T.  C  Ritchie,  M.B.,  Ch.B.,      .....  1911 

D.  R.  B.  Sivright,  B.A.,  M.B.,  Ch.B..  .  .  .  1911 

A.  E.  Chisholm,  M.B.,  Ch.B.,  F.R. C.S.Ed. ,  .  .  .  1911 

H.  Gordon  Chouler,  L.R.C. P.,  &c.,  L.D.S.,     .  .  .  1911 

Wm.  Maitland  Hume,  M.D.,  F.K.CS.E.,  I'crth,  .  .  1911 

440         Robert  Abernethy,  M.D.,  F.R.C.P.E.,  .  .  .  1912 

William  Anderson,  M.B.,  Ch.B.,  Armadale,  Linlithtjuicvhire,  1912 

Alfred  Jordan  Beattie,  M.B.,  Ch.B.,  Callander,         '  .  .  1912 

Arthur  James  Beveridge,  M.B.,  CM.,  DoZ?«7-,  .  .  1912 

L.  F.  Bianchi,  F.R.C.S.E.,  Joppa,        .  .  .  .  1912 

445         J.  M.  Bowie,  M.D.,  FR.CS.E.,  ....  1912 

D.  C  Bremner,  M.B.,  CM.,  Peebles,    ....  1912 

A.  J.  Brock,  M.D.,         ......  191-? 

W.  S.  Murdoch  Brown,  M.B.,  Ch.B..    ....  1912 

J.  le  Fleming  Burrow,  M.H.,  Ch.l5.,  Llandiahw,  \.   Walea,    .  1912 

450         Arthur  Burton.  M.D.  (Cantab.),  Cromer,  .  .  .  1912 

James  Butler,  M.B.,  CM.,  Xeii!/*,  ....  1912 

E,  Percy  Calder,  M.B.,  Ch.B.,  Co Wi7?r//jaM,     .             .             .  1912 
James  Cameron,  M.D.,  ......  1912 

A.  N.  S.  Carmichael,  M.B.,  CM.,        ....  1912 

455         Arthur  W.  Stark  Chri.stie,  M.B.,  F.R.C.S.E.,  Z^OTf«.,  .  1912 

KnArcw  CyoW,^^!).,  Saskatchewan,  Canada,  .  .  .  1912 

George  A.  Dickson,  M.B.,  CM.,  South  Qiieensferry,   .  .  191:^ 

George  Donald,  M.D.,i:e«<A,     .....  1912 

Charles  HothaTu  Evans,  M.K.C.S.,  L.R.C.P.,  London,   IV.,     .  1912 

460         Thomas  Finlay,  M.B.,  CM.,    .....  1912 

L.  P.  M,  Gardner,  M.B.,  Ch.B.,  ZcM,  .  .  .  1912 

A.  Fergus  Hewat,  M.B.,  Ch.B.,  ....  1912 
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David  Huskie,  M.B.,  CM.,  J/q//«;;,      . 
AV.  Wilton  Johns,  M.D. ,  jVai7-n, 
465         G.  Minto  Johnston,  M.D.,  Zfi'^/i,  ... 

K.     B.    Kanga,     B.Sc,     L.M.R.C.P.  Ireland,     L.M.  Dublin 
JBombay,  India,       ..... 

F.  K.  KeiT,'M.B.,  Ch.H.,  Leith, 
H   A.  Leebodv,  M.  B.,  CM.,  Corstorpliine, 
W.  Leslie,  M.D.,  F.R.C.S.E.,  Alloa,    . 
470         A.  Minto  M 'Donald,  M.B.,  CM., 

A.  Morrison  M'Intosh,  M.R.,  F.R.CS.E., 
Malcolm   E.   Mackay,   M.D. ,   C.iL    (M'Gill),    Saskatchewan. 
Canada,      ...... 

Robert  M'Laren,  L.R.C.P.E.,  etc., 
L.  R.  H.  P.  Marshall,  M.D.,  Peebles,    . 
475         Angus  Mathesou,  M.D.,  North  Berwick, 
George  Melville,  M.B.,  CM.,  Penicuik, 
A.  S.  Miller,  M.D.,  Tranent,    .... 

Alexander  Xasmvth,  JM.D.,  Penicuik,  . 

JohnOrr,  M.D.,'F.R.C.P.E.,    .... 

480         T.  S.  A,  Orr,  M.B.,  Ch.B.,  Grail,         ... 
William  Paterson,  M.B.,  CM.,  Leith,  ... 
George   R.    Petersen,    M.B.,    CM.    (M'Gill),    Saskatche^van 
Canada,       ...... 

George  B.  Ritchie,  M.B.,  CM., 

R.  Macdonald  Robertson,  M.D., 

485         R.  Miller  Ronaldson,  M.D.,  F.R.CP.E., 

H.  Basil  Rosair,  L.M.R.C.P.L,  L.R.C.S.I.,  etc.,  London, 
Behrani     Pestonjee     Sabawala,     M.R.C.S.,     L.R.CP.Lond 
Bomhay,  India,       ..... 

W.  J.  Burns  Selkirk,  M.D.,  Dunhar,  . 
T.  R.  S.  Sibbald,  M.D.,  Perthshire,       . 
490         JohnW.  L.  Spence,  L.R.CP.E., 
James  A.  Taylor,  M.  D.,  Dunkeld, 
Alexander  Veitch,  M.B.,  CM., 
A.  Murray  Wood,  M.D.,  ici< A, 
D.  M'Farlane  Barker,  M.B.,  Ch.B.,      . 
495         Alexander  J.  \V.  Buchanan,  M.B.,  Ch.B.,  Cockenzie,  . 
Morton  Burnet,  M.D.,  CrtV^'.    .... 

William  L.  Cullen,  M.B.,  CM.,  St  Bosicells,    . 
Samuel  Fergusson,  M.B.,  CM.,  Alloa, 
James  T.  Gunn,  M.B.,  F.R.CS.E.,  Auchterarder, 
500         Richard  Heard,  M.B.,  Ch.B.,  B.A.O.,  R.U.I.,  Major  I.M.S. 
London.  S.JF.,       . 
John  Honeyford,M.B.,  Ch.B.,  ... 

Thomas  Harcourt  Lawrie,  L.R.CP.E.,  etc.,  Polmont  Station 
Stirlinqshire,  ..... 

Alexander  M'Ewen,  M.B.,  CM.,  Cru'/, 
George  M'Kellar,  M.D.,  AVZso,  . 
505        A.  G.  Ritchie,  B.Sc,  M.B.,  Ch.B.,       . 

Stanley    F.    Silberbauer,    il.B.,   Ch.B.,    Cape    Toivn,   South 
Africa  ...... 

Murray  B.  Steuart,  M.B.,  CM.,  Kirkcudbright, 
Ernest  A.  Walker,  M.B.,  Ch.B.,  Captain  I. M.S.,  London, 
Norman  P.  Fairfax,  L.R.C.P.,  etc.,  Innerleithen, 
510         Hermann  Kramer,  M.D.,  F.R.C.S., 

Laura  Stewart-Sandeman,  M.D.,  ^6crfZef?z, 
Peter  Stewart,  L.R.C. P.,  etc.,  Z7^AaZZ, . 
513         Anne  Mercer  Watson,  L.R.CP.,  etc.,  ^6erf?ee?i, 
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ALPHABETICAL   LIST   OF   FELLOWS. 


ORDINARY    FELLOWS. 

ARRANGED     ALPH  AB  P^TICALLY. 

(«.)   LIFE   MEMBERS. 

Aaroiis,  Dr  S.  Jervois,  6   Hartley  Street,   Cavendisli  Square, 
London,  W. ,  ..... 

Adam,   Dr  George  Rotliwell,   84  Collins  Street,    Melbourne 
Australia,      ...... 

Anderson,  Dr  John,  Newholme,  Pitlochry, 
Ballantyne,  Dr  Harold  S.,  Ashton,  Eskbank,  Dalkeith, 
5         Ballantyne,  Dr  J.  W.,  19  Rothesay  Terrace,    . 
Barbour,  Dr  A.  H.  Freeland,  4  Charlotte  Square, 
Barclay,  Dr  William  John,  Invercargill,  New  Zealand, 
Barrington,    Dr    Fourness,    213    Macquarrie   Street,    Sydney 
Australia,      ....... 

Brock,  Dr  G.  Sandison,  6  Corso  d'ltalia,  Rome, 
10         Burnet,  Dr  Edward,   Dalblair,  Lillington  Road,  Leamington 
Burton,  Dr  Arthur,  Stenson,  Cromer,  . 
Cavanagh,  Dr  Francis,  396  Ecclesall  Road,  Sheffield,  . 
Chenhall,    Dr     William     T.,    233    Macquarie  St.,     Sydney 
Australia,    ...... 

Chipman,  Dr  W.  W.,  285  Mountain  St.,  Montreal,  Canada, 
15         Craig,  Dr  John,  216  Bruntsfield  Place, 
Craig,  Dr  William,  71  Bruntsfield  Place, 
Croom,  Dr  David  Halliday,  17  Alva  St., 
Groom,  Prof.  Sir  John  Halliday,  25  Charlotte  Square, 
Cullen,  Dr  William  L.,  Fairholme,  St  Boswells, 
20         Gumming,  Dr  John,  70  Bruntsfield  Place, 

Dobell,  Dr  C.  B.,  1  Royal  Well  Terrace,  Charlton,  Cheltenham 
Dumat,    Dr   Henry   Aylmer,    7    Devonshire    Place,   Durban 
Natal,  South  Africa,  .... 

Ferguson,  Dr  J.  Haig,  7  Coates  Crescent, 
Fitzwilliams,  Dr  Gerald  Lloyd,  Cilgwyn,  N.C.  Eiulyn,  R.S.O. 
Carmarthenshire,     ..... 

25         Fleming,  Dr  Andrew  M.,  C.M.G.,  Salisbury,  Rhodesia, 
Fowler,  Dr  Sinison,  Waverley,  Juniper  Green, 
Frost,  Dr  Edmund,  Chesterfield,  Meads,  Eastbourne,  . 
Gibson,  Dr  R.  Wilson,  Town  Head  House,  Orton,  Tebay, 
Grant,  Dr  Lewis,  Neston,  Cheshire, 
30         Hart,  Dr  D.  Berrv,  5  Randolph  CliiT,  . 

Haultain,  Dr  F.  W.  N.,  12  Charlotte  Square,  . 
Houghton,    Dr   C.    Hobart,  Fort  Hare,  Alice,   Cape  Colony 
South  Africa,  ..... 

Inch,  Dr  Robert,  Gorebrulge,    .... 

Johns,  Dr  W.  Wilton,  Ramleh,  Nairn, 
35         Kanga,  Dr  K.   B.,  Kanga  Pjuilding,   Khctmadi  Back   Road 
Bombay,  India,       ..... 

Kerr,  Dr  F.  K.,  168  Newhaven  Road,  Leith,    . 
Livingston,  Dr  George  R.,  47  Castle  Street,  Dumfries, 
Luckhoo,    Dr    David    Lawrence,    New    Amsterdam,    Puitisl 
Guiana,        ...... 

M' Arthur,  Dr  W.  Taylor,  2025  Western  Avenue,  Los  Angeles 
California ,  . 
40         M'Brearty,    Dr   J.    Wilson,    Grevmouth,    West   Coast,    New 
Zealaml,      .  .  .     '         . 

M'CuUoch,  Dr  John,  Lindsay,  Ontario,  Canada, 


Date  of 
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Date  of 
Admission. 
M'Master,  Dr  A.    C,    Erinliolm,    Ilopetouu   St.,   Auckland, 

New  Zealand,  ......  1906 

Jlacnab,  Dr  James  C.  G.,  Germiston,  Transvaal,  South  Africa  1904 
Maddox,  Dr  Ralph  H.,  I.M.S.,  c/o  Messrs  Thomas  Cook  & 

Son,  Ludgate  Circus,  London,  E.G.,  .  .  .  1887 

45         Martin,    Dr    Christopher,    Cleveland    House,    George   Road, 

Edgbaston,  Birmingham,  .....  1838 

Melville,  Dr  George,  The  Eyrie,  Penicuik,         .  .  .  1912 

Melville,  Dr  Kenmure,  2  Nile  Grove,    ....  1900 

Morgan,  Dr  T.  H.,  Gympie,  Queensland,  Australia,     .             .  1895 
ilules,  Dr  P.  Henry,  Bishopdale,  Nelson,  New  Zealand,          .  1903 
50         Pereira,  Dr  A.  A.  Jervis,  Physician  to  the  Mozambique  Com- 
pany, Beira,  East  Africa,  .....  1888 

Pitts,  Dr  Edith  Cochrane-Brown,  Strathmore,  Christ  Church, 

New  Zealand,  .  .  .  .  .  .  1905 

Ranking,  Dr  J.  E.,  Timbridge  Wells,   .  .  .  1881 

Ritchie',  Dr  A.  G.,  22  Charlotte  Square,  .  .  .  1912 

Ross,  Dr  James  F.  W.,  481  Sherbourne  Street,  Toronto,  Canada,  1889 

55         Kussell,  Dr  J.  Lawson,  West  Lodge,  Todmorden,         .  .  1906 

Sabawala,  Dr  Behrani  Pestonjee,  c/o  Messrs  King,  King  &  Co., 

Hornby  Road,  Bombay,  Lidia,        .  .  .  .  1912 

Simpson,  Dr  G.  F.  Barbour,  43  IManor  Place,  .  .  .  1898 

Simpson,  Dr  W.  Petrie,  Viewbank,  Bathgate,  .  .  1892 

Simson,  Dr  H.  J.  P.,  36  Grosvenor  Street,  London,  W.,  .  1897 

60         Sloss,  Dr  William,  Sturt  Street,  Ballarat,  Australia,  .  .  1902 

Struthers,  Dr  John,  Nqamakwe,  Transkei,  South  Africa,         .  1895 

Sturrock,  Dr  Hilda  M.,  Northcote,  Edinburgh  Road,  Perth,   .  1901 
Vatve,    Dr   Gopal   Govind,    c/o   H.H.    The   Rajah   of  Mimj, 

Bombay,  India,       .  .  .  .  .  .  1894 

Wells,  Dr  A.  Simpson,  118  New  Church  Street,  Cape  Town, 

South  Africa,  .  .  .  .  .  .  1903 


(6.)    ANNUAL   SUBSCRIBERS. 

65         Abernethy,  Dr  Robert,  10  St  Colme  Street, 

Adarns,  Dr  Russell  G.  W,,  Maxwell   Road,  Blenheim,   New 
Zealand,       ...... 

Affleck,  Sir  J.  0.,  38  Heriot  Row, 
Ainslie,  Dr  A.  C,  49  Minto  Street, 
Aitken,  Dr  C.  J.  Hill,  Idutywa,  Transkei,  Cape  Colony,  South 
Africa.  ...... 

70         Alexander,  Dr  R.  C. ,  15  Hartington  Gardens, 
Alexander,  Dr  W.  B.,  8  Blenheim  Place, 
Allison,  Dr  J.,  Fuller  House,  Kettering,  Northampton, 
Anderson,    Dr    R.    Brodie,    F.R.C.S.Ed.,    666    Main    Street 

Winnipeg,  ilnnitoba,  Canada, 
Anderson,  Dr  William,  Armadale,  Linlithgowshire,     . 
75         Anklesaria,     Dr     H.     N.,     Taj     Building,     Hornby     Road 
Bombay,  India,      ..... 

Armitage,  Dr  J.  A.,  Netherwood,  St  Helens  Park,  Hastings, 
Armour,  Dr  E.  F.,  6  Bruntsfield  Terrace, 
Aspland,    Dr   W.  H.  Graham,    Church  of  England  Llission 
Peking,  China,        ..... 

Baildon,  Dr  Francis  J.,  42  Hoghton  Street,  Southport, 
80         Ballantyne,  Dr  A.,  Ashton,  Esivbank,  Dalkeith, 
Barker,"Dr  D.  M'Farlane,  4  Dalziel  Place, 
Barnetson,  Dr  Elsie  M.,  Woodville,  Joppa, 


1912 

1904 
1869 
1898 

1902 
1910 

1882 
1888 

1909 
1912 

1906 

1886 
1889 

1901 
1887 
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Barnetson,  Dr  R.  Balfour,  Woodville,  Joppa,  . 

Barry,  Dr  W.  J.  M.,  29  Plymouth  Koa.l,  Peuartli,  Glamorgan, 
85         Batenum,  Dr  F.  J.  Harvey,  Heath  End,  Blackheath,  Lend.  ,S.E 

Beattie,  Dr  Alfred  Jordan,  Riverview,  Callander, 

Beatty,  Dr  Samuel,  Craigvar,  Pitlochry, 

Beesley,  Dr  K.  \V.,  135  Deane  Road,  Holton,    . 

Beesly,  Dr  Lewis,  42  Kortliumln'rland  Street,  . 
90         Bell,  Dr  J.  Lumsden,  The  AVhite  Hall,  Driffield,  Yorkshire 

Bcntley,  Dr  G.  H.,  Loanhead  House,  Kirkliston, 

Beveridge,  Dr  Arthur  James,  Eslington,  Dollar, 

Beveridge,  Dr  Robert,  9  James  Place,  Leitli,    . 

Bianchi,  Dr  L.  F.,  40  Brighton  Place,  Portobello, 
95         Blaikie,  Dr  R.  H.,  10  Mayfield  Gardens, 

Blair,  Dr  J.  A.,  16  Windsor  Terrace,  Newcastle-on-Tyne, 

Blake,  Dr  R.  A.,  Belfast,  Transvaal,  South  Africa, 

Boddie,  DrG.  P.,  35  Melville  Street,    . 

Booth,  Dr  William,  2  Minto  Street, 
100         Borrowman,  Dr  Philip  G.,  21  Pitt  Street, 

Bowie,  Dr  J.  M.,  53  Grange  Road, 

Boxill,  Dr  N.  L.,  Buttalls,  St  George,  Barbados, 

Brand,  Dr  Eden,  Belltield,  Banchory,  . 

Bremner,  Dr  D.  0.,  Hollybush,  Peebles, 
105         Brewis,  Dr  N.  T.,  6  Drumsheugh  Gardens, 

Brewis,  DrR.  Adams,  The  West  Gate,  Dursley,  Gloucestershire 

Broad,  Dr  B.  \V.,  The  Sanitorium,  Carditl', 

Brock,  Dr  A.  J.,  27  Braid  Crescent,     . 

I'rodie,  Dr  T.  Scott,  21  Belhaven  'i'errace,  Wishaw, 
110         Ijrown,  Dr  AVillinm,  Auchendryne  Lodge,  Braemar, 

Brown,  Dr  W.  S.  Murdoch,  13  Torphichen  Street, 

Brownlee,    Dr    James,     Waterloo    House,    Linthorpe    Road 
Middlesbrough,       ..... 

Buchanan,  Dr  Alexander  J.  AV. ,  Ruth  Villa,  Cockenzie, 

Buchanan,  Dr  Angus,  3  AVhitehouse  Loan, 
115         Buist,  Dr  J.  W.,  1  Clifton  Terrace, 

Buist,  Dr  R.  C,  166  Nethevgate,  Dundee, 

Bunting,     Dr    ^Y.    Hartley,    20    Hagley    Road,    Edgbaston 
Birmingham,  ..... 

Burnet,  Dr  Jlorton,  Beechknowe,  Criett', 

Burrow,  Dr  J.  le  Fleming,  Hafod,  Llandudno,  N.  AVales, 
120         Butchart,  Dr  C.  A.,  52  Leilh  Walk,  Leith, 

Butler,  Dr  James,  49  Charlotte  Street,  Leith,  . 

Cairns,  Dr  W.  Murray,  67  Catharine  Street,  Liverpool, 

Calder,  Dr  E.  Percy,  Kirkhill,  Cohlingham,     . 

Calder,  Dr  H.  L.,  60  Lcitli  Walk,  Leith, 
125         Callender,  Dr  D.  ^^,  12  liose  Bank,  Lancaster, 

Callender,  Dr  T\  M.,  Inverard,  Sidcup, 

Cameron,  Dr  James,  71  Newington  Road, 

Campbell,  Dr  Malcolm,  AVestwood,  Brechin,    . 

Carlow,  Dr  AV.  AV.,  20  Eglinton  Crescent, 
130         Carmichaid,  Dr  A.  N.  S.,  2  Jlorchiston  Avenue, 

Carmichael,  Dr  Edward,  21  Abcrcromby  Place, 

Carniichael,  Dr  E.  AV.  Scott,  40  Palmerston  Place, 

Carmicliael,  Dr  George  S.,  25  Braid  Poad, 

Carmichael,  Dr  James,  22  Northunilierland  Street, 
135         Carmichael,  Dr  Norman  Scott,  22  Northumberland  Street, 

Carruthers,  Dr  G.  J.  R.,  4  Melville  Street, 

Cattanach,  Dr  J.  G.,  3  Alvanley  Terrace, 

Chisholm.  Dr  A.  E.,  7  Claremont  Crescent, 

Chouler,  Dr  H.  Gordon,  University  Hall,  2  Mound,     . 
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140         Christie,  Dr  Avtliur  "\V.  Stark,  Balkeracli,  Doime, 
Church,  Dr  H.  M.,  36  George  Square,  . 
Clark,  Dr  Katheriue  S. ,  16  Druuimond  Place, 
Cobbett,  Dr  C.  N.,  632  Fourth  Street,  Edmonton,   Alberta 
Canada,       ...... 

Cox,  Dr  Joshua  J.,  72  i^ridge  Street,  Manchester, 
145         Craig,  Dr  James  C,  97  Walton  Road.  Aylesbury,  Bucks, 
Craig,  Dr  J.  G.,  7S  Bootliani,  York,     . 
Craig,  Dr  R.  W. ,  Pathliead-Ford,  Dalkeith,     . 
Croll,  Dr  Andrew,  Saskatoon,  Saskatchewan,  Canada, 
Crow,  Dr  W.  J.,  lOS  Morningside  Road, 
150         CuUen,  Dr  G.  M.,  oO  Miuto  Street,       . 

Currie,  Dr  A.  S.,  20  Oxford  Terrace,  Hyde  Paik,  London,  "W 
Dadabhoy,  Dr  K.,  Victoria  Road,  Karachi,  India, 
Darling,  Dr  T.  Brown,  13  Merchiston  Place,    . 
Darling,  Dr  William,  2  Warrender  Park  Terrace, 
155         Davidson,  Dr  D.  G.,  9  Gran\alle  Terrace, 
Davidson,  Dr  H.  S.,  4  Dundas  Street,  , 
Davidson,  Dr  Samuel,  Mansefield,  Kelso, 
Davies,  Dr  Arnold,  5  Ruthin  Gardens,  Cathays,  Cardiff,  North 
Wales,         ...... 

Dendle,  Dr  Frank,  Overton  House,  Spring  Gi-ove,  Isleworth 
160         Dewar,  Dr  J.  M.,  24  Lauriston  Place,  . 
Dewar,  Dr  il.,  24  Lauriston  Place, 

Dick,  Dr  A.  M. ,  c/o  Grindlay  Grome  Co.,  Bombay,  India, 
Dickie,  Dr  J.  T.,  37  Lauriston  Place,   . 
Dickson,  Dr  D.  Elliot,  Hillcrest,  Lochgelly,    . 
165         Dickson,  Dr  George  A.,  Invermae,  South  Queensferry, 
Dickson,  Dr  George,  26  Merchiston  Park, 
Dobie,  Dr  D.  Robertson,  7  James  Square,  Crieff, 
Donald,  Dr  George,  46  Ferry  Road,  Leith, 
Drennan,  Dr  Matthew  R. ,  The  Residency.  Edinburgh  Royal 
Infirmary,   ...... 

170         Dunbar,  Dr  H.  J.,  3  Hampton  Terrace, 

Dyer,   Dr   Ethelbert   W.,    Lustleigh,    132  Davenport   Road 
Durban,  South  Africa,  .... 

Easterbrook,  Dr  A.  M.,  Arn prior,  Gorebridge, 
Easterbrook,  Dr  C.  C,  Crichton  House,  Dumfries, 
Eden.  Dr  T.  Watts,  26  Queen  Anne  Street,  Cavendish  Squire 
London,  W. ,  ..... 

175         Edington,  Dr  D.  C,  Birbeck  House,  Penrith,  . 
Elder,  Dr  Edward  A.,  6  Torphichen  Street,    '  . 
Elder,  Dr  Eleanor.  4  John's  Place,  Leith, 
Elder,  Dr  W.  Nicol,  6  Torphichen  Street, 
Evans,  Dr  Charles  Hotham,  121  Harley  Street,  London,  W., 
180         Evans,  Dr  0.  F.,  20  Princes  Avenue,  Liverpool, 

Fairfax,  Dr  Xormau  P.,  Caddon  A'iew,  Innerleithen,  . 
Farie,  Dr  G.  J.,  Greville  House,  Raynes  Park,  Wimbledon 
London,  S.W. ,        ..... 

Farquharson,  Dr  J.  D.,   242   Westgate  Road,   Xe\vcastle-on 
Tyne.  ...... 

Felkin,   Dr    R.    W.,    47    Bassett    Road,    Xorth   Kensington 
London.  W.,  ..... 

185         Ferguson,  Dr  E.  T.,  Middlemarch,  Anstruther,  Fife,   . 
Fergusson,  Dr  Samuel,  Lylestone  House,  Alloa, 
Finla}-,  Dr  Thomas,  8  Comely  Bank  Road, 
Finlay,  Dr  T.  Y.,  17  Drummond  Place, 

Fitzwilliams,  Dr  Duncan  C.  L.,  31  Grosvenor  Street,  Grosvenor 
Square,  London,  W.,  .  .  .  .  . 


Date  of 

Admission. 
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1875 
1903 

1890 
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1908 
1908 
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1900 
1908 
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1912 
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1906 
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1S92 
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1906 
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190         Fleming,  Dr  Andrew,  St  John's  Road,  Corstoipliine,  . 
Flett,  Dr  A.  B.,  60  George  Square, 
Fordj'ce,  Dr  A.  Dingwall,  8  Manor  Place, 
Fordyce,  Dr  William,  20  Charlotte  Square, 
Forrest,  Dr  Stephen,  1  Magdala  Crescent, 
195         Fothergill,  1)1-  W.  Edward,  337  Oxford  Road,  Jilanchester, 
Fowler,  Dr  W.  Hope,  21  Walker  Street, 
Fox,  Dr  J.  W.,  18  Bernard  Street,  Southampton, 
Fraser,  Dr  J.  Hossack,  Fernfield,  Bridge  of  Allan. 
Fraser,  Dr   Nutting  S.,  205   Gower  Street,  St  John's,  New 
foundland,  ...... 

200         Frost,  Dr  W.  E. ,  36  Moray  Place, 

Garbutt,  Dr  W.  J.,Girthen  House,  Bournbrook  Rd.,  Selly  Pk. 
Birmingham,  ..... 

Gardiner,  Dr  Frederick,  9  George  Square, 
Gardner,  Dr  L.  P.  M.,  41  Albany  Street,  Leith, 
Gavin,  Dr  A.  T.  Bulkeley,  8  Pont  Street,  Belgrave  Square 
London,  S.W.,        . 
205         Gay  ton,    Dr    William,    Ravensworth,    Regent's    Park    Road 
Finchley,  London,  N.,         .... 

Gemmell,  Dr  J.  E.,  28  Rodney  Street,  Liverpool, 
Gibbons,    Dr   Sherwin,    1010    Union    Trust    l]uilding,      Los 
Angeles,  California,  .... 

Gibbs,  Dr  J.  H.,  12  Coates  Crescent,    . 
Gibson,  Dr  Alexander,  14  Scotland  Street, 
210         Gitfen,  Dr  J.  T.  M.,  138  Boughton,  Chester,     . 
Giles,  Dr  A.  B.,  4  Palmerston  Place,    . 
Gilmour,  Dr  T.  F.,  Port  Ellen,  Islay,    . 
Godfrey,  Dr  AV.  F.,  Carberry,  Manitoba,  Canada, 
Graham,  Dr  A.,  Curriebank,  Currie, 
215         Graham,  Dr  D.  J.,  26  Rutland  Street,  . 
Graham,  Dr  F.  U.,  16  Mayfield  Gardens, 
Graharo,  Dr  R.  Balfour,  2  Osborne  Terrace, 
Gray,  Dr  J .  A. ,  4  Wolseley  Terrace,     . 
Green,  Dr  John  Ligertwood,  23  Minto  Street,  . 
220         Gregory,  Dr  W.  H.,  North  Bar  AVithout,  Beverley,  Yorks, 

Greig,    Dr   F.    J.,    Lt.-CoL   R.A.M.C,   16    Melville   Terrace 
Stirling,       ...... 

Gunn,  Dr  James  T.,  Birchwood,  Auchterarder, 
Gunn,  Dr  J.  A.,  39  Morningside  Drive, 
Guthrie,  Dr  A.  C'owan,  21  Pilrig  Street, 
225         Hamilton,  Dr  J.  R.,  Elm  House,  Hawick, 

Hamp,  Dr  J.  Walton,  Penn  Road,  Wolverhampton,  . 
Harlin,    Dr    Francis   AV.,   Crow's   Nest,    Near    Loowoomba 
Queenslaiul,  ..... 

Harper,  Dr  P.  A.  J.,  135  Abbey  Road,  Barrow-in-Furness, 
Harvey,    Dr  Charles,  Beckford   Lodge,  Sav-la-Mar,  Jamaic; 
AV.L,  .  .  . 

230         Harvey,  Dr  James,  7  Blenheim  Place,  . 

Havelock,  Dr  John  G.,  Sunnyside,  Montrose,  . 

Hay.  Dr  Henry,  11  Great  King  Street, 

Heard,  Dr  Richard,  c/o  GriiuUav  &  Co.,  54  Parliament  Street 

London,  S.AV.,        ..'... 
Hellier,  Dr  J.  15.,  27  Park  Square,  Leeds, 
235         Helm,  Dr  John  H.,  Clarence  Cottage,  Rutlio,  . 

Helme,  Dr  G.  Edgar,  Gloucester  House,  Rusliolme,  ^lancheste 
Hewat,  Dr  A  Fergus,  13  Eton  Terrace,. 

Hewat,     Dr     A.     Middleton,     Borougli     Isolation    Hospital 
Derby,         ...... 
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250 


255 


260 


265 


270 


275 


280 


Hewetson,  Dr  J.,  Holmlield,  Reigate,  . 

Hiiulmarsli,   Dr  Edwin,  MozuH'erpore,  Tirhoot  State  Raihva}', 

Bengal,  India,         ..... 
Hobson,  Dr  H.  Overton,  Villa  Sakkara,  Helouan,  Egypt, 
Hoggan,  Dr  Robert,  Liberton  Park,  Liberton,  . 
Honeyford,  Dr  John,  12  Warrender  Park  Terrace, 
Howard-Jones,  Dr  M.  H.,  17  Cornwall  Street, 
Hnglies,     Dr     Percy     T.,      Barnsley     Hall,      Broinsgrove 

Worcestershire,        ..... 
Hume,  Dr  Wm.  Jlaitland,  7  Atholl  Crescent,  Perth,  . 
Hunter,  Dr  A.  J.  Gordon,  St  Catherines,  Linlithgow, 
Huskie,  Dr  David,  Hamilton  House,  JMottnt,    . 
Hutchison,  Dr  Alice  M.,  204  Bruntsfield  Place, 
Inglis,  Dr  Elsie  M.,  8  Walker  Street,    . 
Jamieson,  Dr  Hugh,  1  Strathearn  Road, 
Jamieson,  Dr  J.  Boyd,  43  George  Square, 
Jardine,  Dr  F.  E. ,  Evelyn  Cottage,  Penicuik, 
Jardine,  Dr  Robert,  20  Royal  Crescent,  Glasgow,  W., 
Johnston,  Dr  G.  ilinto,  7  Wellington  Place,  Leith, 
Johnston,  Dr  Robert  B.,  Bishopyards,  Penrith, 
Johnston,  Dr  R.  J.,  18  George  Square, 
Johnstone,  Dr  R.  W. ,  10  Alva  Street, 
Keay,  Dr  J.  W^,  13  Alva  Street, 
Keir,  Dr  Ian  C,  The  Limes,  Melksham,  Wilts, 
Ker,  Dr  Claude  B.,  City  Hospital,  Comiston  Road, 
Kerr,  Dr  J.  j\L  Munro,  7  Clairmout  Gardens,  Glasgow, 
Kerr,  Dr  J.  W^ishart,  151  Greenhead  Street,  Glasgow, 
King,   Dr   J.  K.,    The    Glen   Springs   Sanitorium,    Watkins 

"New  York,  U.S.A.,  .  .        "    . 

Kirk,  Dr  Robert,  Rowan  Bank,  Bathgate, 
Kramer,  Dr  Hermann,  14  Leven  Terrace, 
Kynoch,  Professor  Campbell,  8  Airlie  Place,  Dundee,  . 
Lackie,  Dr  James  Lamond,  7  Randolph  Crescent, 
Langwill,  Dr  James,  4  IMontebello,  Joppa, 
Laugwill,  Dr  H.  G.,  4  Hermitage  Place,  Leith, 
Lawrie,  Dr   Thomas   Harcourt,    St   Clair,   Polmont   Station 

Stirlingshire,  ..... 

Lawrence,  Dr  H.  Ruthven,  South  African  Union,  14  Bueeleuch 

Place,  ...... 

Ledger,  Dr  A.  G.  K.,  W"esterton,  Coppull,  Lancashire, 

Lee,    Dr   Herbert   E.,   Coolabah,    Belmore   Street,    Burwood 

ISr.S.W^,  Australia,  .... 

Leebodv,  Dr  H.  A.,  Corstorphine,         ... 
Leslie,"DrW^,  17  Mar  Street,  Alloa,    . 
Littlejohn,  Professor  Harvey,  11  Rutland  Street. 
Lochhead,  Dr  James,  The  Colonial  Hospital,  Gibraltar, 
Lockhart,  Dr  F.  A.  L.,  23  Mackay  Street,  Montreal,  Canada, 
Lorimer,  Dr  Duncan,  74  Bruntsfield  Place, 
Low,  Dr  R.  Cranston,  7  Castle  Terrace, 
Lyell,  Dr  John,  15  Marshall  Place,  Perth, 
Lyle,    Dr    R.    P.    Ranken,   11    Ellison   Place,    Newcastle-on 
Tyne,  ...... 

Mac  Arthur,  Dr  D.  G.,  Aberfeldy,  ... 

M'Call,  Dr  John,  25n  Abercromby  Terrace,  Portobello, 
M'Cann,   Dr  F.  J.,    14  W^impole  Street,  Cavendish  Square 

London,  W^., 
Macdo-nald,  Dr  A.  G.,  Uig,  Isle  of  Skye, 
M'Donald,  Dr  A.  Minto,  108  Gilmore  Place,    . 
Macdonald,  Dr  Angus,  Olive  Lodge,  42  Polwarth  Terrace 


Date  of 

Admission. 

1881 

1895 
1901 
1894 
1912 
1910 

1895 
1911 
1910 
1912 
1905 
1901 
1889 
1900 
1910 
1897 
1912 
1903 
1899 
1903 
1903 
1903 
1894 
1894 
1901 

1884 
1887 
1912 
1892 
1889 
1911 
1891 

1912 

1908 
1906 

1892 
1912 
1912 
1890 
1904 
1890 
1906 
1902 
1901 

1901 
1903 

1886 

1896 
1903 
1912 
1897 
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290         Macdonald,  Dr  John,  Marathon  House,  Cupar-Fife,     . 

ISLacdonald,  Dr  W.  Fraser,  16  Buckingham  Ter.,  Glasgow,  W 
Macdonald,  Dr  W.  Fraser,  Olive  Lodge,  Pohvarth  Terrace, 
M'Ewan,  Dr  Peter,  1  Pavilion  Terrace,  Scarborough,  . 
M'Evven,  Dr  Alexander,  Thornhill,  Crieff, 

295         M'Gibbon,  Dr  John,  24  Melville  Street, 

jMacGlashan,  Dr  Keith  B.,  17  Forbes  Road, 
MacGregor,  Dr  Alastair,  Eagle  Cliff,  Greenhithe,  Kent, 
MacGregor,  Dr  A.  V.,  Durham  House,  West  Hartlepool, 
Macgregor,  Dr  G.  S.,  15    Buckingham  Terrace,  Glasgow,  W. 

300         M'Hwraith,    Dr    Kennedy    C,    30   Prince   Arthur   Avenue, 
Toronto,  Canada,     ..... 
M'Intosh,  Dr  A.  Morrison,  30  E.  Claremont  Street,     . 
Mackay,  Dr  Malcolm  E. ,  Paynton,  Saskatchewan,  Canada, 
Mackay,  Dr  W.  B.,  23  Castlegate,  Berwick-on-Tweed, 
M'Kellar,  Dr  George,  20  Bowniont  Street,  Kelso, 

305         M'Kendrick,  Dr  Archd.,  27  Chalmers  Street,    . 
Mackenzie,  Dr  Robert,  Napier,  Nairn, 
Mackenzie,  Dr  T.  C,  Ruigh-Ard,  Inverness,    . 
M'Kerron,  Dr  R.  Gordon,  1  Albyu  Place,  Aberdeen,    . 
Mackie,  Dr  George,  Boyd's  Lodge,  Malvern,  Worcestershire, 

310         Mackin,    Dr  Patrick,    12   Ingestre    Street,  Wellington,    New 
Zealand,       ....... 

Mackness,  Dr  G.  Owen  C,  Fort  Street  House,  Broughty-Ferry, 
Maclagan,  Dr  D.  W.,  Kaponga,  Taranaki,  New  Zealand, 
^M'Laren,  Dr  John,  39  Lauriston  Place. 
M'Laren,  Dr  Robert,  10  Gilmore  Place, 

315         M'Larty,  Dr  Malcolm,  7  Bellevue  Place, 

M'Lean,  Dr  Archibald,  Crosshouse,  Kilmarnock, 
Maclean,  Dr  Ewen  J.,  12  Park  Place,  Cardiff, 
Macleod,  Dr  J.  A.,  Glencorse  House,  Peebles,  . 
Macmillan,  Dr  John,  48  George  Square, 

320         M'Morland,    Dr    John    B.,    Kilneiss,    Mouiaive,    Dumfries- 
shire, ...... 

M'Morland,  Dr  R.  P.,  19  Merchistou  Gardens, 

MacRae,  Dr  John,  Lynwood,  Murrayfield, 

MacVie,  Dr  S.,  Herbertknowe,  Chirnside, 

M'Watt,  Dr  John,  Morelands,  Duns,     ... 

325         Macwatt,  Dr  R.  C,  Lt. -Colonel  I. M.S.,  c/o  Messrs  Henry  S 
King  &  Co.,  9  Pall  Jlall,  London,  S.W.,   . 
Malcolmson,  Dr  Alexander  M.,  Dalveen,  Corstorphine, 
Mallace,  Dr  A.  C,  Sandhaven  House,  Culross,  Fife,  . 
Marshall,  Dr  G.  I'>alfour,  19  Sandyford  Place,  Glasgow, 
Marshall,  Dr  L.  R.  H.  P.,  Hollybush,  Peebles, 

330         Martin,    Dr    Angus,     25     Northumberland    Square,     North 
Shields,     ...... 

Martin,  Dr  Charles,  Kobe,  Japan. 
Martin,  Dr  J.  W. ,  Charterhall,  Newbridge,  Dumfries, 
Matheson,  Dr  A.  A.,  41  George  Square, 
^latheson,  Dr  Angus,  Duntulm,  North  Berwick, 

335         Matlieson,  Dr  R.  Murdoch,  33  Buccleuch  Place, 
Mathewson,  Dr  G.  D.,  6  Castle  Terrace, 
Meiklo,  Dr  J.  Hally,  12  Midmar  Gardens, 
Menzies,  Dr  David,  20  Rutland  Sijuare, 
Menzies,  Dr  W.  Menzies,  20  Rutland  Square,  . 

340         Michael,   Dr  Gustave,  Bayham  House,  135  West  End  Lane, 
West  Hamjjstoad,  London,  N.W., 
Millard,  Dr  W.  W.,  Middletield  House,  Leith  Walk,    . 
Miller,  Dr  Alexander,  1  Royal  Terrace,  Crosshill,  Glasgow, 
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Miller,  Dr  A.  S.,  Rannoch  House,  Tranent,      .  .  .  1912 

.Miller,  Dr  W.  H.,  51  Xorthumberland  Street,  .  .  .  1886 

345         Milligan,  Dr  Harlev  P.,  Hessle,  East  Yorks,    .  .  .  1908 

Milne,  Dr  W.  M.,  10  Newington  Road,  .  .  1898 

Mitchell,  DrC.  R.  P.,  The  Chase,  Malvern,     .  .  .  1906 

JMitchell,  Dr  G.  B.,  1  Skinner  Street,  AVhitby,  .  .  1893 

Montgomery,     Dr    John,    The     Highlands,     Balsall    Heath, 

Birmingham,  ......  1895 

350         Moorhoiise,  Dr  J.  Ernest,  6  Melville  Terrace,  Stirling,              .  1892 
More,  Dr  John,  Kothwell,  Kettering,  .             .          '    .             .  1908 
Morison,  Dr  Albert  E.,  :Mowbray  Villa,  Sunderland,  .             .  1888 
Morris,  Dr   S.  Glanville,   Bryn-y-Delyn,  Mardy,   Glamorgan- 
shire,          .             .             .              .             .             .             .  1894 

Moses,  Dr  0.  St  John,  Medical  College,  Calcutta,  India,  .  1900 

355         Mowat,  Dr  John,  5  Hope  Park  Terrace,  .  .  .  1884 

Mowat,  Dr  R.  S.,  40  Raeburn  Place,     ....  1910 

Munro,  Dr  J.  Ramsay,  Sutterton,  Boston,         .  .  .  1901 

Murray,  Dr  James,  51  Great  King  Street,         .  .  .  1879 

Napier,   Dr  A.  D.  Leith,    28    Angas  Street,  Adelaide,   South 

Australia,    .  .  .    '  .  .  .  .  1878 

360         Xasmyth,  Dr  Alexander,  Hillwood  House,  Penicuik,  .  .  1912 

Nicholson,  Dr  H.  Oliphant,  20  Manor  Place,    .  .  .  1900 

Ogden,  Dr  0.  "Watson,  38  Jesmond  Road,  Newcastle-ou-Tyne,  1900 

Ogilvy,  Dr  Stewart  Grant,  Fairmont,  Fauldhouse,       .  .  1895 

Oliphant.  Dr  E.  H.  Lawrence,  23  Newton  Place,  Glasgow,        .  1885 

365         Olivier,  Dr  P.  J.,  South  African  Union,  14  Buccleuch  Place,  .  1911 

Orbell,  Dr  Eonald'S.,  12  Reed  Street,  Oaniaru,  New  Zealand,  1907 

Orr,  Dr  John,  Heather  Lea,  Clarendon  Road,  Eccles,  Lanes.,    .  1887 

Orr,  Dr  John,  •)  Strathearn  Road,  ....  1912 

Orr,  Dr  T.  S.  A.,  Morav  Honse,  Crail,  ....  1912 

370         Orr,  DrW.  Basil,  13  Braid  Road,  ....  1889 

Paterson,  Dr  G.  Keppie,  19  Albany  Street,        .  .  .  1882 

Paterson,  Dr  G.  AV.  Simla,  147  BruntsfieLl  Place,         .  .  1896 

Paterson,  Dr  William,  S  Hermitage  Place,  Leith,         .  .  1912 

Patterson,  Dr  F.   Porter,   F.K. C.S.Ed.,  203  Dominion  Trust 

Building,  Vancouver,  B.C.,  .  .  .  .  1909 

375         Pearson,  Dr  C.  Mowbray,  14  Manor  Place.       .  .  .  1902 

Peddie,  Dr  H.  Anderson,  24  Palmerston  Place,  .  .  1882 

Perigal,  Dr  Arthur,  New  Barnet,  Herts,  .  .  .  1887 

Petersen,  Dr  George  R.,  Saskatoon,  Saskatchewan,  Canada,     .  1912 

Plavfair,  Dr  John,' 5  Melville  Crescent,  .  .  .  1873 

380         Poole,  Dr  T.  D.,  North  Side  House,  Linthwaite,  Huddersfield,  1890 

Porritt,  Dr  E.  E.,  "Wanganui,  New  Zealand,     .  .  .  1897 

Porteous,    Dr  J.    Lindsay,    87    North    Broadway,    Yonkers, 

New  York,  .  .  " 1875 

Porter,  Dr  Frederick,  65  Morningside  Road,     .  .  .  1904 

Prentice,     Dr    W.     H.,    Brunswick    Terrace,    Broad   Street, 

Pendleton,  Manchester,      .....  1901 

385         Price,  Dr  A.  W.  Gordon,  9  Grange  Road,  .  .  .  1890 

Price,  Dr  E.  F.  T..  1  Middlebv  S^treet,  .  .  .  1890 

Primrose.  Dr  Alex.,  100  College  Street.  Toronto,  Canada,        .  1887 

Pringle.  Dr  J.  Hogarth,  172  Bath  Street,  Gla.sgow,       .  .  1886 

Proudfoot,  Dr  Thomas,  30  Lauriston  Place,        .  .  .  1884 

390         Rabagliati,    Dr   A.    H.,    c/o  H.   A.   Jeffrey,   Esq.,   Solicitor, 

is  Cheapside.  Bradford,  Yorkshire,  .  .  ■  1903 

Reid,  Dr  H.  S.,  6  Kew  Terrace,         .  .  .  .1907 

Eendell,    Dr   Herbert   R.,    P.O.    Box    606,    St   John's,    New- 
foundland, .......  1882 

Ritchie,  Dr  George  B.,  9  Brunswick  Street,      .  .  -  1912 
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395 


400 


405 


410 


415 


420 


425 


430 


435 


Ritchie,  Dr  James,  22  Charlotte  Square, 

Ritchie,  Dr  T.  C,  22  Charlotte  Square, 

Ritcliie,  Dr  W.  T.,  9  Atholl  Place, 

Robarts,  Dr  Heury  H.,  1  Wemyss  Place,  Haddington, 

Roberton,  Dr   Ernest,    Cotele  House,  Symoud   Street,  Auct 

land,  New  Zealand,  .... 

Roberts,  Dr  D.  Lloyd,  11  St  John  Street,  j\Ianchester, 
Roberts,  Dr  Ernest  T.,   Glencloy,   lirownside  Road,  Cambus 

lang,  Glasgow,  ..... 
Roberts,  Dr  R.  W.,  Bronwylfti,  Grange  Street,  Port  Talbot 

Glamorganshire,  ..... 
Robertson,   Dr  George,  Braehead,  Viewfield  Place,  Dunferm 

line,  ...... 

Robertson,  Dr  Robert,  26  Royal  Circus, 
Robertson,  Dr  R.  Macdonald,  53  Bruntsfield  Place, 
Robertson,    Dr  AV.  B.,  St  Anne's,    101  Thurlow  Park  Road 

Dulwich,  London,  S.E.,  .... 
Robertson,  Dr  W.  G.  Aitchison,  2  Mayfield  Gardens,  . 
Robinson,  Dr  H.  Shapter,  Talfourd  House,  78  Peckham  Road 

Camberwell,  London,  S.  E., 
Ronaldson,  Dr  James  Bruce,  junr.,  Thirlestane,  Colinton, 
Ronaldson,  Dr  R   Miller,  17  Moruingside  Road, 
Ronaldson,  Dr  T.  R.,  8  Charlotte  Square, 
Rosa,  Dr  Albert  P.,  28  Pitt  Street, 
Rosair,  Dr  H.  Basil,  c/o  Thomas  Cook  cS:  Son,  Ludgate  Circus 

London,      ...... 

Ross,  Dr  A.  Aitken,  8  Newington  Road, 

Ross,  Dr  T.  W.  E.,  65  Morningside  Drive, 

Russell,  Dr  W.,  3  Walker  Street, 

Saleeby,  DrC.  W.,  13  Greville  Place,  St  John's  Wood,  London 

N.W., 

Sandstein,   Dr  Alfred  C,  23  Latimer  Square,   Christchurch 

New  Zealand,  ..... 

Saunders,  Dr  F.  A.,  Hill  Street,  Grahamstown,  Cape  Colony 

South  Africa,  ..... 

Sclater,  Dr  W.  0.,  Palmer  Memorial  Hospital,  Jarrow-on-Tyne 
Scott,  Dr  Alexander,  The  Firs,  Broxburn, 
Scott,  Dr  T.  R.,  13  High  Sti-eet,  Musselburgh, 
Secord,  Dr  E.  R.,  112  Market  St.,  Braiitford,  Ontario,  Canada 
Selkirk,  Dr  W,  J.  Burns,  3  Bavswell  Road,  Dunbar,  . 
Shannon,  Dr  David,  270  Bath  Street,  Glasgow, 
Shaw,  Dr  C.  J.,  Argyle  and  Bute  Asylum,  Lochgilphead, 
Shearer,  Dr  Alfred,  The  Bank,  Newtown,  N.  Wales,  . 
Shepherd,    Dr   P.    W.,   Sydenham    House,  Pontefract   Lane 

Leeds,  ...... 

Sibbald,  Dr  T.  R.  S.,  Stanley,  Perthshire, 

Silberbauer,  Dr  Stanley  F.,  P.O.  Box  92,  Cape  Town,  South 

Africa,  ...... 

Simpson,  Dr  Archibald,  16  Swan  Hill,  Shrew.sbury,     . 

Sim])son,  Dr  F.  D.,  9  Hampton  Terrace, 

Sivright,  Dr  D.  R.  B,,  Royal  Maternity  Hospital, 

Slight,  Dr  J.  D.,  163  London  Road,  Leicester, 

Sloan,  Dr  Allen  T.,  22  Abercromby  Place, 

Sloan,   Dr  S.,  5  Somerset  Place,   Sauchiehall   Street,    West. 

Glasgow,      .... 

Smart,  Dr  David,   74  Hartington  Road,  Sefton  Park,  Liver- 
pool, ...... 

Smith,  DrG.  H.  AValton,  Pendower,  Oxford  St.,  Paddington 

Sydney,  Australia,  ..... 


Date  of 
Admi.s.sion. 
1880 
1911 
1899 
1904 

1887 
1906 

1890 

1894 

1901 
1897 
1912 

1870 
1889 
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1898 

1885 
1906 
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1911 
1898 
1893 

1887 

1882 

1892 
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Smith,  Dr  Gains  T.,71  Church  Street,  Moncton,  New  Brunswick, 

Canada,      .             .             .             .              .             .             .  1891 

Smith,  Dr  James,  4  Bruntou  Phice,       ....  1891 

4-J-O         Smith,  Dr  John,  Kirk  Wynd,  Kirkcaldy,          .             .             .  1885 
Smith,  Dr  W.  Ramsay,  Central  Board  of  Health,  Adelaide, 

South  Australia,     ......  1892 

Smith,    Dr    W.    Torrance,    70    Woodlands   Road,    Aigburth, 

Liverpool,  .......  1906 

Sneddon,  Dr  William,  Logan  Bank,  Cupar-Fife,            .             .  1888 

Somerville,  DrC.  W.,  Glencairn,  Dalkeith,       .             .             .  1902 

445         Somerville,  Dr  James  W..  The  Grange,  Galashiels,       .             .  1902 

Spence,  Dr  John  W.  L.,  22  Pitt  Street,             .             .             .  1912 

Stark,  Dr  J.  Nigel,  4  Newton  Place,  Charing  Cross,  Glasgow,  1908 

Stephen,  Dr  W.  A.,  Loftus-in-Cleveland,  Yorkshire,    .             .  1894 

Stephenson,  Professor  Wm. ,  3  Rnbislaw  Terrace,  Aberdeen,    .  1861 

450         Steuart,  Dr  Murray  B.,  Oaklev,  Kirkcudbright.            .             .  1912 

Stevens,  Dr  John,  78  Pol warth  Terrace,            .             .             .  1894 

Stewart,  Dr  A.  D..  8  Brougham  Place,              .             .             .  1906 

Stewart,  Dr  J.  S..  15  Merciiiston  Place,              .             .             .  1884 

Stewart,  Dr  Peter,  The  Lindens.  Uphall,          .             .             .  1912 

455         Stewart,  Dr  R.,  25  George  Square,         ....  1885 

Stewart-San deman,  Dr  Laura,  22  Waverley  Place,  Aberdeen,  .  1912 

Stirling,  Dr  R.,  4  Atholl  Place,  Perth,               .             .             .  1892 

Strain,  Dr  Arthur  C,  Lathland  House,  West  Hartlepool,        .  1904 

Stumbles,  Dr  H.  M.,  5  Wilbury  Gardens,  Hove,  Sussex,          .  1903 

460         Sturrock,  Dr  J.  P.,  Arima,  Bro\ighty-Ferry,     .             .             .  1887 

Sullivan,  Dr  John,  Ochil  Hills  Sanatorium,  Milnathort,          .  1902 

Tannahill,  Dr  W.  B.,  40  Margaret  Street,  Greenock,  .             .  1907 

Tavlor,  Dr  David  R.,  St  Helen's,  Avton,           .             .             .  1896 

Taylor,  Dr  James  A.,  Duukeld,        "     .             .             .             .  1912 

465         Taylor,  Dr  William,  12  Melville  Street,              .             .             .  1868 

Tavlor,  Dr  W.  Macrae,  8  Melville  Street,           .             .             .  1895 

Teacher,  Dr  Charles  C,  Craigend,  North  Berwick,       .             .  1887 

Temple,  Dr  G.  H.,  Ailanthus,  Weston-super-Mare,       .             .  1888 
Tennant,     Dr     John,     89     Frodingham     Road,    Scunthorpe, 

Doncaster,  .             .             .             .             .             .             .  1902 

470         Thatcher,  Dr  C.  H.,  8  Melville  Crescent,           .             .             .  1877 

Thatcher,  Dr  L.  H.  F.,  8  Melville  Crescent,    .             .             .  1910 

Thin,  Dr  Robert,  25  Abercromby  Place,             .             .             .  1S91 

Thomas.  Dr  G.  Crewdson,  10  Chester  Square,  London,  S.W.,  .  1899 

Thompson,  Dr  F.  E.,  20  Park  Avenue,  Montreal,  Canada,       .  1902 

475         Thompson,    Dr    Herbert    P.,     Beech    Lodge,     2    Esplanade, 

Harrogate,  .......  1906 

Thompson,  Dr  James  L.,  Castlemaine,  Victoria,  Australia,       .  1894 

Thomson,  Dr  A.  D.  R.,  19  Bridge  Street,  Musselburgh,           .  1877 

Thomson,  Dr  John,  14  Coates  Crescent,             .             .             .  1887 

Thomson,  Dr  T.  J.,  3  Greenhill  Park,               .             .              .  1902 

480         Thyne,  DrT.  J.,  16  Randolph  Crescent,            .             .             .  1887 

Tod,  Dr  John,  67  Ferry  Road,  Leith,    .             .             .             .  1892 

Tristan,  Dr  R.  J.,  28  Carolgate,  Retford,  Notts,            .             .  1887 

Tuke,  Dr  A.  L.  S.,12  Comely  Park,  Dunfermline,        .             .  1911 
Turnbnll,  Dr  A.  E.,  c/o  Phipps  Turnbull,  Es([.,  13  Merchiston 

Avenue,       .                           .             .             .             .             .  1909 

485         Underbill,  DrT.  Edgar,  Dunedin,  Barnt Green,  Worcestershire,  1879 
Vassie,  Dr  Alexander  H.,  98  Priory  Road,  West  Hampstead, 

London,  N.W.,        .                           ....  1891 

Veitch,  Dr  Alexander,  12  Gilmore  Place,           .             .             .  1912 

Venters,  Dr  Lsabel,  6  Archibald  Place,               .              .              .  1907 

Vickery,  Dr  W.  H.,  1  Trewartha  Park,  Weston-super-Mare,  .  1892 
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490         Walker,  Dr  Arthur  S.,  School  Board  Offices,  Leith,       . 

Walker,  Dr  Ernest   A.,  e/o  Thomas   Cook  &  Sons,  Ludgate 

Circus,  London,  ..... 
Wallace,  Dr  Abraham,  39  Harley  Street,  London,  W., 
Wallace,  Dr  11.  AV.   L. ,  Mesopotamia  Irrigation  Service,  Sir 

John  Jackson,  Ltd.,  Bagdad,  Turkey-in-Asia, 
Watson,  Dr  Anne  Mercer,  22  Waverley  Place,  Aberdeen, 
495         AVatson,  Dr  B.  P.,  7  Castle  Terrace, 

Watson,  Dr  R.  H.,  TrereitFe,  Roche,  R.S.O.,  Cornwall, 
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Meeting  I. — ISTovember  8,  1911. 
Dr  F.  W.  N.  Haultain,  President,  in  the  Chair. 

I.  The  following  gentleman  was  proposed  as  an  Honorary 
Fellow  of  the  Society: — Professor  Bumm  of  Berlin. 

II.  The   Treasurer  {Dr   G.  F.   Barhour  Hnnpson)  made  his 
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The  accounts  were  audited  by  Dr  J.  W.  Ballantyne  and 
I)r  Pi.  J,  Johnston,  and  found  to  Le  correct. 

III.  The  Society  then  proceeded  to  the  election  of  Office- 
bearers for  the  present  Session,  and  the  President  announced 
the  result  as  follows : — President,  Dr  Haig  Ferguson ;  Vice- 
Presidents,  (Senior)  Dr  Brewis,  (Junior)  Dr  J.  W.  Ballantyne ; 
Treasurer,  Dr  G.  Barbour  Simpson ;  Secretaries,  Dr  Angus 
Macdonald  and  Dr  B.  P,  Watson ;  Librarian,  Dr  Lamond 
Lackie ;  Editor  of  Transactions,  Dr  Oliphant  Nicholson ; 
Members  of  Council,  Dr  Wm.  Craig,  Dr  Lawrence  Oliphant, 
Professor  Kynoch,  Dr  Kenmure  Melville,  Dr  Haultain,  Sir 
Halliday  Groom,  Dr  William  Fordyce,  Dr  A.  M.  Malcolmson. 

IV,  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society: — James  Langwill,  M.B.,  Ch.B.,  4  Montebello, 
Joppa;  P.  J.  Olivier,  M.B.,  Ch.B.,  Ptoyal  Maternity  Hospital, 
Edinburgh;  T.  C.  Eitchie,  M.B.,  Ch.B.,  22  Charlotte  Square, 
Edinburgh;  D.  E.  B.  Sivright,  B.A.,  M.B.,  Ch.B.,  Eoyal 
Maternity  Hospital,  Edinburgh. 


V.  VALEDICTORY  ADDRESS  TO  THE  EDINBURGH 
OBSTETRICAL  SOCIETY. 

By  F.  W.  N.  Haultain,  M.D.,  F.R.C.P. 

Some  Eemixiscexces  of  Sir  James  Y.  Simpson's 
Association  with  the  Edinburgh  Obstetrical  Society. 

Before  vacating  the  chair  it  is  the  usual  custom  of  the  retiring 
President  to  give  an  account  of  his  stewardship  in  a  short 
recount  of  subjects  of  outstanding  interest  which  have  occurred 
during  his  occupancy  of  the  chair. 

These  resolve  themselves,  in  the  majority  of  instances,  into 
a  resum^  of  the  work  of  the  Society,  and  the  mournful  duty  of 
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dwelling  shortly  ou  the  gaps  in  our  ranks  caused  by  the  ever- 
present  hand  of  death. 

It  is  not  my  intention  on  the  present  occasion  to  shirk  this 
responsibility,  but  having  the  good  fortune  to  occupy  the  chair 
on  the  hundredth  anniversary  of  the  birth  of  our  greatest 
Fellow,  James  Young  Simpson,  it  seems  incumbent  upon  me  to 
refer  with  some  fulness  to  his  association  with  our  Society. 

This  duty,  though  pleasant,  is  to  one  of  my  moderate 
literary  capacity  an  extremely  difficult  one.  An  attempt  even 
to  name  his  numerous  contributions  would  far  exceed  the  time 
at  my  disposal.  I  shall  confine  myself,  therefore,  to  some  of 
the  more  outstanding  features  of  his  fellowship. 

Though,  curiously,  not  one  of  the  twenty  original  members, 
he  was  proposed  and  seconded  at  the  first  meeting  of  the 
Society  on  14th  January  1840  by  Drs  Eansford  and  Beilby, 
elected  on  the  27th,  and  on  9th  March  he  signed  the  laws  and 
paid  the  entrance  fee.  He  at  once  cemented  his  association 
with  the  Society  by  showing  the  external  genitals  of  a  female 
with  central  perineal  tear  through  which  the  child  was  born, 
and  he  presented  a  wax  cast  of  the  condition  at  the  following 
meeting.  During  his  first  year  he  brought  forward  no  fewer 
than  eighteen  communications,  perhaps  the  most  noteworthy  of 
which,  from  a  present-day  point  of  view,  was  the  differential 
diagnosis  of  fibroid  from  ovarian  tumours  by  auscultation  and 
detection  of  the  bruit. 

After  nine  months'  ordinary  fellowship  he  was  elected 
Vice-President,  and  in  the  following  year,  1841,  was  promoted 
to  the  President's  chair,  which  he  occupied  for  sixteen  con- 
secutive years.  On  14th  December  of  this  year  his  name  first 
appears  in  the  minutes  as  Professor. 

Perhaps  his  most  interesting  communication  during  this 
session  was  a  description  of  the  new  operation  of  cephalotripsy, 
which  he  criticised  most  unfavourably. 

What  might  be  termed  his  first  classic,  so  far  as  the  Society 
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was  concerned,  appeared  next  year,  8th  November  1842,  viz., 
"  On  the  Diagnosis  of  Diseases  of  the  Womb  by  the  Employ- 
ment of  Uterine  Bougies,"  or,  in  other  words,  the  uterine  sound. 
In  this  paper  he  dilated  on  the  uses  of  the  sound  from  a 
diagnostic  and  therapeutic  aspect,  and  finally  proposed  the 
permanent  retention  of  the  bougie,  in  the  form  of  an  intra- 
uterine stem  pessary,  for  the  treatment  of  ufcprine  dis- 
placements. 

With  the  introduction  of  the  sound  a  new  era  in  gynae- 
cology may  be  said  to  have  begun,  and  pelvic  diagnosis  was 
placed  on  a  scientific  basis.  It  is  strange  to  think  in  recent 
years  it  has  been  decried  by  ultra-aseptic  gynaecologists  as  a 
dangerous,  useless  instrument,  and  in  some  medical  schools  its 
very  existence  is  ignored.  Like  every  other  appliance, 
its  value  depends  on  the  manner  in  which  it  is  used.  From 
personal  experience  of  its  constant  use,  I  can  frankly  state 
that,  as  an  aid  to  diagnosis,  it  is  tlce  gynaecological  instrument 
I  could  least  easily  do  without;  and  after  using  it  in  many 
thousands  of  cases,  I  have  yet  to  see  one  where  the  least 
semblance  of  an  ill  effect  followed.  If  Simpson  had  done 
nothing  more  than  evolve  the  use  of  the  sound,  his  name 
would  have  still  been  lastingly  revered  in  the  science  of 
gynaecology. 

Though  he  read  many  interesting  papers  in  the  interval,  it 
was  not  till  five  years  later,  20th  January  1847,  that  any  of 
outstanding  importance  was  offered.  On  this  occasion  the  first 
indication  of  his  magnum  opus  was  given  in  a  communication 
on  a  case  of  turning  under  the  influence  of  sulphurous  ether. 
In  this  instance  he  delivered  a  living  foetus  from  a  woman 
whose  previous  labour  had  with  difficulty  been  finished  by 
craniotomy. 

The  case  is  of  especial  interest  from  three  points  of  view : — 
Firstly,  it  was  the  first  instance  in  which  ether  inhalation  had 
ever  been  used  during  lal)Our,  and  was  destined  to  form  the 
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commencement  uf  a  new  and  important  epoch  in  obstetric 
practice.  This  is  of  special  importance  with  regard  to  the 
Boston  controversy  as  to  priority.  Secondly,  it  was  the  text 
for  a  series  of  valuable  articles  on  "Turning  as  an  Alternative 
to  Craniotomy,"  which  were  published  in  the  Monthly  Journal 
of  Medical  Science,  and  subsequently  took  the  form  of  an  essay 
which  he  distributed  to  his  students.  Thirdly,  it  is  of  special 
interest  to  me,  as  with  Simpson's  sanction  the  patient  left 
her  bed,  dressed,  and  walked  into  the  next  room  on  the  4th 
day,  in  spite  of  which  she  made  a  recovery  which  was  uninter- 
ruptedly good  and  rapid. 

The  author  seems  to  have  been  led  to  the  adoption  of  turn- 
ing by  noticing  the  apparent  ease  with  which  cases  where  the 
breech  presented  were  delivered,  where  previously  there  had 
been  much  difficulty  with  vertex  presentations.  The  essay  is 
brimful  of  interesting  and  valuable  suggestions,  amongst  which 
are  the  mechanism  of  labour  of  the  aftercoming  head  in  a  flat 
pelvis  as  taught  in  the  present  day  ;  the  increased  dangers  to 
the  mother  closely  corresponding  to  the  duration  of  labour  after 
twelve  hours ;  and  the  value  of  auscultation  during  labour  as 
an  indication  for  interference. 

At  the  subsequent  meeting  he  read  a  paper  on  the  "  Inhala- 
tion of  Ether  in  the  Practice  of  Midwifery,"  and  related  a  case 
of  the  inhalation  of  laudanum  which  was  successfully  used  for 
the  inhibition  of  persistent  vomiting  of  pregnancy.  From  these 
it  is  evident  the  subject  of  anaesthesia  during  laljour  was 
engrossing  his  attention,  and  leading  to  the  magnificent 
discovery  of  chloroform,  which  has  established  his  name 
throughout  the  civilised  world  as  one  of  the  greatest  bene- 
factors of  the  human  race. 

Curiously  enough  the  first  mention  of  chloroform,  so  far  as 
the  Society  is  concerned,  is  more  or  less  of  an  aside,  when  it 
was  said  (in  1849)  to  have  been  administered  in  a  case  of  puer- 
peral   convulsions.     The    original  communication  on    this  all- 
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important  subject  of  chloroform  ansesthesia  was  read  before  the 
Medico-Chirurgical  Society,  10th  November  1847,  entitled  "A 
New  Eespirable  Ansesthesia." 

On  the  same  evening  (29th  January  1847)  that  he  related 
his  case  of  turning  under  ether  he  delivered  a  most  interesting 
communication  on  "  Gutta-Percha  for  Obstetric  Instruments," 
in  which  he  showed  its  value  as  a  readily  adaptable  substance 
for  the  use  of  pessaries,  and  amongst  its  other  benefits  mentioned 
the  readiness  with  which  it  was  procurable  by  medical  practi- 
tioners in  an  emergency,  as  they  could,  by  soaking  their  walking 
sticks  in  boiling  water,  at  once  acquire  sufficient  material  for 
such  obstetric  purposes. 

A  long  and  inspiring  series  of  articles  on  "  Fibroid  Tumours 
of  the  Uterus "  were  read  during  the  May  meetings  of  1847, 
where  he  heralds  the  teaching  of  modern  times  by  decrying  the 
induction  of  abortion  when  these  growths  complicate  pregnancy, 
and  forestalls  Apostoli  by  suggesting  the  galvanic  current  to 
promote  atrophy  and  calcification. 

The  following  month  we  find  a  learned  dissertation  from  his 
pen  on  the  association  of  albuminuria  during  pregnancy  with 
disease  of  the  kidney,  in  which  he  shows  that  when  convulsions 
supervene  there  is  a  marked  diminution  in  the  quantity  of 
urine  passed  and  the  amount  of  urea  it  contains,  while  at  the 
same  time  he  dilates  on  their  frequency  in  primipara  as  com- 
pared with  multipara,  and  states  the  tendency  to  complete  cure 
of  the  kidney  lesion. 

In  this  connection,  in  a  subsequent  paper  in  May  1854,  he 
discusses  the  advisability  of  inducing  labour  in  cases  of  severe 
albuminuria,  and  proposes  the  method  of  induction  by  passing 
the  sound  between  the  membrane  and  uterine  wall,  in  a  manner 
similar  to  the  now  universally  adopted  Krause's  method.  This 
latter  means  Simpson  strongly  advocated  in  a  later  exhaustive 
dissertation  on  the  induction  of  labour  (May  1860). 

At  the  discussion  on  the  paper  it  is  interesting  to  note  that 
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Dr  Keiller  reminded  the  Society  of  what  he  had  before  sug- 
gested as  regards  the  value  of  elastic  bags  introduced  into  the 
uterus  and  filled  with  air ;  these  were  later  filled  with  water, 
and  widely  known  as  Barnes's  hydrostatic  dilators. 

A  series  of  articles  follow  on  "  Puerperal  Complications," 
the  most  valuable  of  which  is  published  in  the  EdinburgJi, 
Monthly  Journal  of  Medical  Science,  July  1851,  under  the  title 
•of  "  Communicability  of  Puerperal  Fever."  In  this  he  lays 
special  stress  on  the  disease  being  acquired  in  the  majority  of 
instances  not  by  direct  infection  from  one  to  another,  but  by 
the  aid  of  a  third  party,  doctor  or  nurse,  who  infects  the 
parturient  canal  by  their  fingers. 

The  infective  material  he  suggests  may  be  derived  from — (1) 
Touching  the  bodies  of  patients  who  died  of  puerperal  fever. 
(2)  Prom  touching  the  bodies  of  living  patients  who  are  suffer- 
ing from  fever.  (3)  Prom  the  inflammatory  secretions  of  other 
inflammatory  diseases  not  puerperal.  At  the  same  time  he 
points  out  fever  may  be  occasionally  acquired  by  the  inhalation 
of  morbid  effluvia  through  the  lungs,  from  direct  contact  with 
typhus  and  other  specific  fevers  ;  by  the  same  means  it  may  be 
inhaled  from  the  clothes  of  practitioners  who  had  been  in  direct 
contact  with  these  cases ;  and  lastly,  very  occasionally  sporadic 
cases  may  be  met  with  traceable  to  no  contagion,  but  due  to 
morbid  actions  going  on  in  the  constitution  due  to  morbific 
agencies  acting  upon  the  patient,  specially  during  or  after 
delivery.  It  is  interesting  to  note  that  he  himself  disinfected 
his  hands  with  cyanide  of  potassium. 

Amongst  innumerable  able  and  valuable  communications 
which  followed,  and  which  time  alone  prevents  mo  mentioning, 
there  are,  from  a  present-day  aspect,  two  of  outstanding 
interest,  viz. —  (1)  his  views  on  the  use  of  forceps,  and  (2)  his 
attitude  towards  the  operation  of  ovariotomy. 

In  the  former  he  strongly  deprecates  the  practice  of  the 
Dublin  school,  as  represented  by  the  statistics  of  Collins,  as 
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stated  by  Clark,  the  then  master  of  the  Eotunda,  who  seemed  to 
regard  forceps  in  the  light  of  an  extractor  in  embryulcia. 

At  the  same  time  Simpson  laid  down  the  principle  of  the 
teaching  of  the  Edinburgh  school,  viz.,  that  it  was  the  delayed 
use  of  the  forceps,  not  their  ready  use,  in  which  their  supposed 
danger  lay.  Since  the  evolution  of  the  axis  traction  instrument 
this  reasoning  seems  to  be  more  forcible  than  ever,  and  I  trust 
it  will  long  continue  one  of  the  outstanding  features  of  the 
teaching  of  our  school.  Like  the  use  of  the  sound,  the  practice 
has  been  within  late  years  strenuously  attacked.  But  there  is 
no  gainsaying  the  fact  that  the  cultured  ready  use  of  forceps 
and  chloroform  is  an  eminently  safe  means  of  diminishing  much 
unnecessary  suffering,  and  may  legitimately  be  considered  one 
of  the  principles  of  Edinburgh  teaching,  of  which  we  well  may 
be  proud. 

As  regards  ovariotomy,  Simpson,  though  not  a  frequent 
operator  himself,  was  its  greatest  champion  against  the  leading 
surgeons  of  the  day,  such  as  Syme  and  Spence.  In  1845  he 
strongly  urged  the  necessity  of  its  performance,  and  decried  the 
palliative  procedure  of  tapping.  As  showing  his  practical 
ability,  it  is  interesting  to  note  that  to  avoid  the  irritation  of 
the  ligature  preventing  the  closure  of  the  abdominal  wound,  he 
suggested  that  it  be  pulled  through  the  posterior  fornix  vaginae. 
Had  it  not  been  for  his  strong  arguments  in  favour  of  the 
operation  against  popular  prejudice,  we  probably  would  never 
have  had  the  grand  pioneer  work  of  Thomas  Keith,  with  whom 
he  was  intimately  associated. 

Although  having  but  touched  on  the  fringe  of  the  immense 
amount  of  valuable  work  which  Simpson  has  made  public 
through  our  Society,  sufficient  has  been  said  to  impress  us 
with  the  magnitude  of  his  powers  and  the  extraordinary 
fertility  of  his  brain.  To  think  of  the  science  of  obstetrics  and 
gynsecology  without  Simpson  is  equivalent  to  Hamlet  without 
the  prince. 
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Upon  almost  every  leading  suliject  he  has  permanently  left 
his  impress,  and  we  may  well  be  proud  that  it  was  through  this 
Society  that  his  iudelil)]e  imprints  were  chiefly  made.  Though 
perhaps  the  leading  subject  of  his  attention,  obstetrics  by  no 
means  alone  claimed  his  thoughts,  as  the  Transactions  of  the 
Medico-Chirurgical  Society  fully  testify.  The  discovery  of 
chloroform,  which  has  made  him  immortal,  however,  may  be 
said  to  have  been  engendered  by  his  sympathetic  feeling  for  the 
parturient  woman  in  the  agonies  of  laliour. 

All  his  efforts  seem  to  have  been  concentrated  on  the 
attempt  to  diminish  suffering.  His  heart  was  larger  even  than 
his  brain,  and  his  generosity  knew  no  bounds.  A  lady  now 
alive,  then  in  straitened  circumstances,  tells  me  his  prescription 
to  her  was  a  cheque  for  £10  with  a  signetur  to  take  three  weeks 
at  the  seaside.  Wealth  or  fame  had  for  him  no  attractions. 
Interest  in  his  work  was  his  one  absorljiug  theme.  A  freak  in 
the  Cowgate  would  attract  him  from  a  houseful  of  patients, 
among  them  the  elite  of  Great  Britain.  As  was  to  be  expected, 
he  had  the  eccentricities  of  genius,  which  by  his  opponents  were 
misconstrued  as  the  attributes  of  Cjuackery. 

His  influence  on  the  medical  school  was  remarkable,  and 
to-day  Edinburgh  owes  its  high  position  in  obstetric  circles 
very  greatly  to  his  teaching.  Ever  ready  to  help  and  stimulate 
younger  workers,  and  to  give  praise  where  it  was  due,  he 
collected  round  him  a  number  of  men  who,  like  himself,  though 
in  a  minor  degree,  have  made  history  in  the  departments  of 
obstetrics  and  gynaecology. 

His  never-failing  courtesy  and  kindliness,  quite  apart  from 
his  profession,  can  never  fade  from  the  memory  of  those  who 
knew  him.  The  nobility  of  a  character  which  was  ever  ready 
to  give  the  finest  products  of  its  genius  to  assist  a  deserving 
cause,  and  always  the  first  to  recognise  and  applaud  the  work 
of  others,  was  associated  with  an  irresistible  charm  of  manner. 
He   was  one  of   those  peerless  men  whose  genius   was   never 
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spoiled  by  success,  and  whose  work,  in  directness  and  sincerity, 
decorates  one  of  the  finest  pages  in  the  history  of  medicine. 

To  anyone  it  would  he  a  pleasure,  sitting  as  I  do  in  the 
chair  he  so  long  adorned,  to  have  the  duty  of  recounting  his 
presence  in  this  the  centenary  of  his  birth.  To  me,  personally, 
it  is  the  opportunity  of  my  lifetime.  As  one  of  the  last,  if  not 
the  last  patient  he  attended,  though  of  tender  years,  I  can  with 
pride  clearly  recall  the  magnetic  influence  of  the  man.  The 
short  burly  figure,  the  large  head  with  long  unkempt  hair,  the 
strong  face,  the  musical  voice,  and  those  sympathetic  eyes  which 
fascinated  the  highest  and  the  lowest  of  the  land,  are  to  me  as 
of  yesterday.  The  eagerness  with  which  I  looked  forward  to 
the  almost  daily  visits,  which  for  weeks  on  end  he  paid,  is  an 
everlasting  memory.  The  debt  of  gratitude  I  owe  him  I  can 
never  repay.  To  have  thus  had  the  honour  of  feebly  recalling 
his  memory  must  suffice. 

Before  leaving  this  subject  I  should  like  to  ask  what  has 
been  done  and  what  is  being  done  to  honour  his  name  ?  As 
tangible  proofs  of  his  existence  we  have  a  bronze  statue  in  the 
Gardens  and  an  obsolete  Maternity  Hospital  which  is  a  dis- 
grace to  his  name  and  to  the  obstetric  school  of  which  he  is 
the  figurehead.  Is  not  this  a  fitting  occasion  to  raise  a 
hospital  more  befitting  to  the  man?  Surely  even  in  these 
days  of  financial  oppression  it  might  be  hailed  as  an  oppor- 
tunity for  a  grateful  public  to  testify  their  gratitude  to  their 
benefactor,  in  a  manner  similar  to  that  in  which  he  spent  his 
life,  by  helping  suffering  women,  and  erect  a  suitable  Maternity 
Hospital.  A  penny  from  each  person  wdio  had  directly  bene- 
fited from  the  use  of  chloroform  would  build  a  hospital  finer 
than  any  in  the  world.  It  seems  to  me  there  can  be  none 
more  fitting  to  take  the  initiative  in  the  movement  than  our 
Society,  in  whose  precincts  so  much  of  his  work  was  unfolded, 
and  who  at  the  same  time  have  the  progress  of  obstetrics  so 
thoroughly  at  heart. 
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Though  the  death-roll  in  our  Society  has  not  been  large 
during  my  term  of  office,  it  contains  the  names  of  two  of  our 
late  secretaries — George  Keith  and  James  Andrew. 

Dr  Keith's  association  with  the  Society  is  ancient  history. 
He  joined  in  1845,  and  was  secretary  from  1847  to  1849. 
In  his  early  days  it  would  seem  as  if  he  gave  promise  of 
doing  good  work  in  obstetrics,  and  he  was  closely  con- 
nected with  Simpson  as  his  assistant  and  colleague. 
Perhaps  the  most  striking  episode  in  his  career  was  his 
intimate  association  with  the  discovery  of  chloroform,  for  he 
was  one  of  the  few  who  were  found  under  the  table  on  its 
initial  exhibition. 

His  curious  bent  of  mind,  unfortunately,  turned  his  talents 
into  other  channels.  His  advocacy  and  practice  of  the  "simple 
life"  showed  much  force  of  character,  which  one  cannot  help 
thinking  might  have  been  directed  with  greater  benefit  to 
mankind  in  the  sphere  of  obstetrics  than  in  the  doctrines  of 
water,  starvation,  and  earth  closets. 

He  was  an  attractive  personality,  and  for  many  years 
enjoyed  a  large  family  practice,  from  which  he  retired  twenty- 
hve  years  ago.  He  was  the  elder  brother  of  the  great  Thomas 
Keith,  to  whom  we  gynaecologists  owe  so  much. 

James  Andrew  was  secretary  from  1871  to  1875,  but  since 
his  resignation  had  taken  no  prominent  part  in  the  proceedings, 
his  attention  being  mainly  devoted  to  the  kindred  Ijranch  of 
diseases  of  children.  As  President  of  the  College  of  Physicians 
he  attained  high  distinction.  Many  here  will  remember  his 
genial  portly  presence,  and  I  know  1  am  expressing  the  general 
feeling  when  I  say  it  is  with  much  sorrow  we  realise  he  is  with 
us  no  more. 

To  reflect  on  the  work  done  by  the  Fellows  during  my 
presidency  is  most  gratifying,  and  shows  the  Society  to  be  as 
active  as  at  any  time  of  its  career. 

To   enumerate   the  papers  is  superfluous,  to  individualise 
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would  be  invidious.  Both  from  a  scientific  and  practical  aspect 
we  have  ample  evidence  of  energetic  and  enthusiastic  workers, 
whose  efforts  have  attained  a  high  level,  and  give  promise  of 
maintaining  the  Society  in  the  prominent  position  it  has  so 
long  held. 

It  is  to  be  regretted  that  no  discussion  on  a  subject  of 
practical  interest  has  been  held,  as  also  that  general  practi- 
tioners are  so  diffident  in  bringing  forward  cases  which  would 
lead  to  general  discussion.  These  delinquencies,  I  trust,  may 
be  remedied  in  the  near  future. 

In  conclusion,  I  should  like  again  to  thank  the  Fellows  of 
the  Society  in  general  for  the  high  honour  they  have  done  me, 
and  the  secretaries  in  particular,  for  lightening  the  heavy 
responsibilities  of  the  chair,  the  vacation  of  which  is  associated 
with  l)ut  one  pleasure,  viz.,  that  it  is  to  be  occupied  by  my 
friend  and  colleague,  Dr  Haig  Ferguson,  whom,  in  your  name, 
I  heartily  welcome. 


Br  A.  H.  F.  Barhour  expressed  the  thanks  of  the  Society  to 
the  retiring  President,  Dr  Haultain,  for  his  admirable  address. 
Valedictory  addresses  were  apt  to  be  very  prosaic  and 
uninteresting,  being  simply  a  record  of  the  Society's  work  in 
detail ;  but  Dr  Haultain  had  shown  that  he  had  the  power  of 
selecting  a  suitable  subject  and  of  lucidly  stating  what  he  had 
to  say;  this,  together  with  his  distinctive  style  and  the  personal 
touch  which  he  had  added,  combined  to  make  his  address  most 
interesting.  He  had  brought  out  in  a  special  way  the  work 
and  characteristics  of  one  of  the  most  distinguished  members 
of  the  Society ;  Sir  James  Simpson  had  been  brought  before 
them  in  such  a  way  that  they  almost  felt  he  was  occupying 
the  chair,  and  that  they  were  a^^ain  listening  to  one  of  his 
contributions. 

Dr  J.  W.  Ballantync,  in  secontling  the  vote  of  thanks,  said 
ho    thuu^ht    the   retiring    President's   address    was  a   notable 
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addition   to   the   literature   of    the   centenary   of    Sir    James 
Simpson. 

J)r  Haig  Ferguson,  on  taking  the  cliair,  said  liow  liighly 
honoured  lie  felt  to  be  the  President  of  the  Society,  and 
although  quite  inadequate  for  such  a  post,  he  felt  encouraged 
by  their  indulgence  and  support  to  undertake  the  responsibility. 

VI.  Dr  J.  IV.  BallantTjnc  showed — placenta  showing  bi- 
furcation OF  u.aibilical  coed.  The  specimen  was  a  very 
unusual  one;  he  did  not  remember  to  have  seen  it  figured 
in  any  of  the  books — bifurcation  of  the  cord  into  the  surface 
of  the  placenta.  Contrary  to  expectation,  the  placenta  was 
normally  formed. 

Another  interesting  point  about  the  case  was  that  the 
mother  presented  a  very  unusual  complication  in  pregnancy, 
namely,  a  congenital  heart.  A  murmur  could  be  heard  all  over 
the  chest,  back  and  front ;  she  probably  had  a  patent  foramen 
ovale,  and  a  patent  ductus  arteriosus,  and  also  a  pulmonary 
stenosis ;  but,  notwithstanding,  she  had  lived  till  the  age  of 
25  and  had  a  child  without  any  great  trouble.  She  was 
much  cyanosed,  but  got  through  all  right.  The  child  did  not 
show  any  evidence  of  congenital  heart ;  there  w^as  no  malforma- 
tion. The  case  was  interesting  because  of  the  fact  that  with  a 
congenital  heart  so  marked  the  j)atient  could  live  so  lono-  and 
give  birth  quite  naturally  to  a  living,  healthy  child. 

VII.  Dr  Haig  Ferguson  showed — {a)  euptured  uteeus 
removed  by  vaginal  hysteeectomy.  The  patient,  Mrs  A,, 
£et.  31  years,  had  been  married  for  sixteen  months.  There  had 
been  no  previous  pregnancy. 

History — Previous  Hcalilt. — Good  ;  no  serious  illness  at  any 
time.  Periods  regular,  five  day  duration,  twenty-eight  day 
type.     No  intermenstrual  discharge. 

Present  Health. — Patient  menstruated  last  on   17th  June 
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1911.  Abuut  a  week  after  this  she  noticed  a  discharge  of 
almost  pure  blood,  small  in  amount,  and  of  short  duration. 
This  discharge  recurred  at  intervals  of  a  day  or  two  till  the 
beginning  of  September,  when  it  disappeared. 

After  this  she  was  quite  well  till  Monday,  15th  October, 
when  labour  pains  began  early  in  the  evening.  They  continued 
all  night  and  next  day,  becoming  very  severe  towards  after- 
}ioon.  There  was  a  little  bloody  discharge.  The  pains  ceased 
suddenly  at  7  p.m.  on  Tuesday  evening.  About  12  midnight 
she  was  delivered  of  a  dead  macerated  foetus.  The  patient  was 
very  well  all  next  day  (Wednesday).  On  Thursday  morning, 
19th  October,  at  8  a.m.  she  had  a  rigor,  and  became  seriously 
ill.  She  was  sent  into  hospital  the  same  afternoon,  being 
admitted  about  6  P.M. 

On  Admission. — Pulse,  90.  Temperature,  98°  F.  The 
patient  was  very  pale,  but  not  markedly  collapsed. 

Condition  on  Examination. — On  vaginal  examination  by 
Dr  Haig  Ferguson  a  mass  of  stringy  fibrous  material  was 
encountered.  This  was  continuous  with  the  posterior  lip  of 
the  cervix — it  was,  in  fact,  the  frayed-out  posterior  lip. 

There  was  a  vertical  tear  through  the  posterior  lip,  extend- 
ing into  the  connective  tissue  of  the  broad  ligament,  and 
involving  the  vaginal  vault  on  the  one  hand,  and  the  lower 
part  of  the  uterus  and  the  peritoneum  of  the  pouch  of  Douglas 
on  the  other.  Another  tear  extended  from  the  internal  os 
upwards  and  to  the  right  in  the  anterior  wall. 

A  portion  of  the  placenta  was  attached  to  the  fundus.  The 
discharge  was  foul-smelling.  On  proceeding  to  remove  the 
retained  portion  of  placenta,  the  uterus  was  found  to  be 
ruptured.  Hysterectomy  was  performed  at  10  p.m.  by  vaginal 
route. 

Operation. — A  transverse  incision  was  made  across  the 
anterior  vaginal  wall,  the  cervix  being  pulled  down  with  a 
vulsellum.     The   bladder   being   pushed    out   of    the  way,  the 
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utero-vesical  pouch  of  peritoneum  was  opened.  The  vagmal 
incision  was  carried  into  the  lateral  fornices  on  either  side, 
and  the  uterus  freed  as  far  as  possible.  The  uterine  arteries 
were  then  secured  with  artery  forceps. 

The  fundus  uteri  was  next  gripped  with  a  vulsellum,  pulled 
down  with  difficulty,  on  account  of  its  size,  and  delivered 
through  the  anterior  opening. 

Clamps  were  now  applied  to  the  broad  ligaments,  and  these 
divided  down  to  the  base,  and  the  uterus  was  freed  from  its 
lateral  attachment.  The  posterior  attachments  were  then 
severed,  and  the  uterus  removed.  The  clamps  were  next 
tied  off  and  removed,  except  those  on  the  uterine  arteries,  which 
were  secured  by  knots  round  the  handles,  and  left  on.  About 
2  feet  of  iodoform  gauze  was  introduced  into  the  pouch  of 
Douglas  and  left  in  situ. 

The  patient  was  transfused  intravenously  during  the  latter 
part  of  operation. 

Progress. — Patient  was  very  collapsed  after  operation,  pulse 
136,  temperature  101°  F.  Saline  solution  (1  pint)  was  given 
intravenously  on  the  table.  Stimulants  (brandy,  strychnine, 
pituitarin,  and  digitalin)  were  given  freely,  and  saline  (1|  pints) 
introduced  below  the  mammae. 

At  4  A.M.,  pulse  140,  temperature  103°  F. 

At  8  A.M.  (20th  October  1911),  pulse  110,  temperature 
99°  F. 

Patient  felt  much  better,  and  took  liquid  nourishment 
freely.     Gauze  drain  from  vagina  shortened. 

Eecovery  was  afterwards  very  satisfactory,  and  patient  left 
the  hospital  cured. 

(b)   FiBKOlD  OF  UTERUS. 

VIII.  Br  W.  Fordyce  (by  Dr  B.  P.  Watson)  showed — (a) 
CANCEROUS   UTERUS   REMOVED   BY  ABDOMINAL  PANHYSTERECTOMY 

(wertiieim) — TWO    CASES.      In   the    first    case    the    patient's 
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abdominal  wall  was  very  thin  and  lax,  and  the  cancer  was  in 
a  very  early  stage  and  affected  the  vaginal  portion  of  the 
cervix.  The  ureters  were  easily  isolated  and  the  uterine 
arieries  could  be  easily  ligatured,  A  great  mass  of  tissue  was 
removed.     The  patient  made  a  good  recovery. 

The  second  case  was  much  more  difficult  because  of  a  fat 
abdominal  wall.  It  was  impossible  to  get  so  well  down  on  to 
the  pelvic  floor,  consequently  less  tissue  could  be  removed ; 
but  this  patient  had  also  done  well.  It  was  impossible  to  say 
how  both  patients  were  going  to  do  ultimately. 

(b)  FiBiioiD  TUMOUR  OF  UTERUS,  illustrating  danger  of 
delayed  operation.  Thirteen  years  previous  to  the  removal 
of  the  tumour,  the  patient  had  been  advised  to  have  the 
operation  performed,  but  had  refused.  In  the  interval  the 
tumour  had  grown  immensely  and  was  attended  with  haemor- 
rhages. On  opening  the  abdomen  one  lobe  of  the  tumour  was 
found  to  be  exceedingly  inflamed  on  the  surface  and  had 
a  great  many  adhesions  all  over  it,  which  made  the  opera- 
tion somewhat  difficult.  The  case  illustrated  the  difficulty 
which  might  be  met  with  if  operation  was  delayed  in  these 
cases. 

IX.  Mr  E.  Scott  Carmichael  showed — (a)  calculus  caused 

BY   SILK   LIGATURE   REMOVED    FROM    BLADDER.      The   patient  had 

previously  been  operated  on  for  fibroid  tumour;  Dr  Haultain 
(lid  a  supravaginal  hysterectomy  in  September  1910.  The 
patient  made  an  uneventful  recovery,  but  eight  months  after- 
wards came  back  with  urinary  symptoms;  these  symptoms 
would  not  yield  to  treatment,  and  in  Dr  Haultain's  absence, 
he  (Mr  Scott  Carmichael)  made  a  cystoscopic  examination. 
He  was  surprised  to  find  a  calculus  attached  to  the  bladder 
wall  above  the  left  ureter.  On  passing  the  finger  in  something 
like  a  string  was  felt;  on  dividing  the  attachment  of  the 
calculus,    which   ruptured    on    removal,    the   string-like    body 


EXHIBITION   OF   SPECIMENS.  17 

proved  to  be  a  silk  ligature.     Tliis  was  the  second  case  of  the 
kind  which  he  had  seen. 

(h)  Ovary  and  maldeveloped  fallopian  tube  removed 
FROM  A  RIGHT  INGUINAL  HERNIA.  The  specimen  was  from  a 
patient  who  came  with  a  painful  swelling  in  the  groin, 
obviously  an  inguinal  hernia,  but  the  pain  simulated  that  of  a 
tender  ovary.  On  performing  the  radical  cure  and  opening  the 
sac  there  was  nothing  particularly  abnormal.  In  this  case, 
however,  the  parts  seemed  more  sessile  than  usual,  and  he  was 
surprised  to  find  the  Fallopian  tube  only  partly  developed,  the 
uterine  end  being  completely  absent.  The  ovary  was  infantile 
in  shape,  similar  to  that  of  a  young  girl ;  it  was  not  a  well- 
developed  ovary,  but  the  chief  point  was  the  condition  of  the 
tube.  He  (Mr  Scott  Carmichael)  had  now  had  two  cases  of 
ovarian  hernia  in  women,  and  fourteen  cases  in  little  girls,  but 
had  never  seen  a  case  like  this  before. 

(c)  Uterus  removed  by  wertheim's  operation  for 
MALIGNANT  DISEASE.  This  uterus  was  removed  two  days 
ago,  on  Monday,  the  6th  November ;  five  days  previously 
patient  was  cauterised.  The  disease  was  in  an  early  stage  and 
very  favourable  for  Wertheim's  operation,  the  only  difficulty 
being  that  the  patient  was  extremely  stout;  the  operation 
itself  was  comparatively  simple.  A  striking  feature  was  the 
absence  of  involvement  of  the  parametric  tissue  around  the 
uterine  artery.  There  were  no  glands.  In  the  last  case  he 
(Mr  Scott  Carmichael)  had  shown  there  were  glands ;  in  it  he 
had  had  to  divide  the  ureter,  and  there  was  extensive  involve- 
ment of  the  parametric  tissue  on  the  left  side;  that  patient 
died  later  of  sepsis.  The  patient  he  brought  before  the  Society 
to-night  had  done  very  well  and  showed  every  sign  of  ultimate 
recovery.  Undoubtedly  this  was,  he  thought,  the  only  scientific 
operation  for  cases  of  cancer,  and  would  ultimately  be  the  only 
safe  operation  in  early  cases. 

Br  Haaltain  asked  if  he  passed  bougies  along  the  ureters. 

B 
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Mr  Scott  Carmichacl  said  he  had  not,  as  it  was  almost 
unnecessary. 

{(1)  Vakious  uterine  fibroids.  (These  specimens  were 
not  discussed.) 

X.  Dr  F.  W.  K  Haultain  showed — ovaries  (and  uterus) 
REMOVED  FOR  EPILEPSY.  The  Specimen  did  not  show  anything 
of  outstanding  interest  beyond  the  fact  that  the  organs  were 
removed  on  account  of  epilepsy.  The  patient,  when  pregnant 
for  the  first  time,  three  years  ago,  developed  epileptic  fits,  and 
since  that  time  they  had  been  getting  worse.  He  (Dr  Haultain) 
was  asked  to  see  her,  and  observing  that  the  ovaries  were  big, 
thought  it  a  good  opportunity  for  seeing  whether  their  removal 
along  with  the  appendages  would  do  any  good.  He  had  on 
three  previous  occasions  done  the  complete  operation  for 
epilepsy  and  cure  had  resulted ;  on  another  occasion  he  had 
removed  a  large  ovary,  somewhat  similar  to  the  specimen 
exhibited,  from  a  nurse,  and  in  her  case  also  the  epilepsy  was 
cured.  The  case  he  showed  to-night  he  thought  also  should  be 
cured,  because  in  it  there  was  not  only  a  history  of  the  epilepsy 
commencing  during  pregnancy,  but  also  the  interesting  history 
that  the  fits  were  always  worse  about  the  menstrual  periods — 
before  they  came  on.  It  would  be  extremely  interesting  to  see 
whether  cure  resulted  or  not.  He  (Dr  Haultain)  was  aware 
that  this  operation  had  met  with  a  considerable  amount  of 
antagonism  from  neurologists — in  fact  he  thought  the  neurolo- 
gists had  made  up  tlieir  minds  that  it  should  not  be  done, 
and  they  stuck  to  it ;  but  he  thought  there  were  a  few  cases 
in  which  it  undoubtedly  ought  to  be  practised.  He  had  had 
one  case  where  the  patient  had  seen  Dr  Mitchell  Bruce,  who, 
when  he  (Dr  Haultain)  advised  removal  of  the  ovaries,  said, 
"Certainly  not."  Some  time  afterwards  Dr  Mitchell  Bruce 
wrote  asking  how  the  patient  was,  when  Dr  Haultain  replied  : 
"  She  is  as  sl)e  was,"  as  he  had  taken  his  (Dr  Mitchell  Bruce's) 
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advice.  Dr  Mitchell  Bruce  replied  he  was  sorry  he  (Dr 
Haultain)  had  done  so,  as  it  would  have  been  very  interesting 
to  have  noted  the  effects  of  operative  treatment.  He  (Dr 
Haultain)  thought  that  in  those  cases  where  there  was  a 
history  of  epileptic  fits  becoming  aggravated  at  the  menstrual 
period  or  being  associated  with  pregnancy,  the  ovaries  might 
be  removed. 

In  this  case  he  removed  the  uterus  because  it  was  his 
practice  to  remove  the  uterus  along  with  the  ovaries;  he 
considered  the  uterus  without  the  ovaries  a  more  or  less  useless 
organ,  and  it  was  much  more  simple  to  remove  the  ovaries 
when  the  uterus  was  removed  also ;  further,  and  this  was 
perhaps  the  chief  reason,  the  pain  during  the  forty-eight  hours 
following  removal  of  the  ovaries  alone  was  very  much  greater 
than  after  the  removal  of  the  uterus  and  ovaries  tosijether. 
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Meeting  II. — December  13,  1911. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  nominated  as  Delegates  to 
the  International  Congress  of  Obstetrics  and  Gynecology, 
Berlin,  1912 : — Sir  Alexander  Simpson,  Sir  J.  Halliday  Croom, 
Dr  A.  H.  F,  Barbour,  and  Dr  Haig  Ferguson  (President). 

II.  Professor  Bumm,  Berlin,  was  formally  elected  an 
Honorary  Fellow  of  the  Society. 

III.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society:— A.  E.  Chisholm,  M.B.,  Ch.B.,  F.E.C.S.Ed., 
7  Claremont  Crescent,  Edinburgh ;  H.  Gordon  Chouler,  L.RC.P., 
&c.,  L.D.S.,  University  Hall,  2  Mound,  Edinburgh;  William 
Maitland  Hume,  M.D.,  F.K.C.S.E.,  7  Atholl  Crescent,  Perth. 

IV.  The  President  showed — obstetkic  fokceps  modified  to 

ALLOW    of   AXIS-TEAGTION    BY   TAPE   ATTACHMENT,  which   he   had 

been  using  for  the  last  year  with  very  satisfactory  results.  It 
consisted  in  the  application  of  Poulet's  tapes  to  the  ordinary 
Simpson  forceps.     The  advantages  are  : — 

1.  Better  Axis -Traction,  as  the  traction  is  applied  opposite 

the  centre  of  the  fcetal  head ;  and  also  hdtcr  ficxion  of 
the  head. 

2.  Less  complicaiion  in  the  application  of  the  forceps,  which 

is  sometimes  difficult  with  ordinary  axis-traction-rod- 
forceps. 

3.  Allows  the  fenestra  to  be  half  an  inch  longer  than  in 

ordinary  axis  -  traction  -  rod  -  forceps  (in  which  they 
measure  only  4  ins.).  Original  Simpson  forceps 
fenestrse  are  4i  ins.  long.  Great  advantage  of  large 
fenestrse. 
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4.  Tapes    greatly    facilitate   anterior   rotation   in   occipito- 

posterior  cases  (diagram  shown  and  method  descri1)ed). 

5.  Sometimes   helpful  to  ^ull   alternately   on   each  forceps 

blade  with  the  tapes. 

6.  Traction  with  tapes  usually  only  required  (in  Dr  Haig 

Ferguson's  experience)  when  head  is  in  neighbourhood 
of  brim,  and  in  occipito-posterior  cases. 

Even  when  rotation  has  not  been  effected,  the 
marked  flexion  which  tape-traction  produces  makes  it 
easier  and  safer  to  deliver  the  head  in  the  persistent 
occipito-posterior  position,  than  with  ordinary  axis- 
traction-rod-forceps.  Tape-traction  with  one  hand, 
while  controlling  the  forceps-handles  with  the  other,  is 
often  a  very  helpful  manceuvre. 

7.  For  most  forceps  cases,  therefore,  this  instrument  may  be 

used  without  the  tapes,  and  traction  applied  just  above 
the  lock,  by  adjustable  handle,  as  shown. 

8.  The   application   handles  have  been  shortened   by  two 

inches,  and  the  usual  fixation-screw  has  been  retained. 

9.  With  the  adjustable  handle  axis-traction  can  be  secured 

without  the  tapes  when  the  head  is  well  into  the  cavity, 
and  at  the  outlet ;  and  there  is  no  dangerous  com- 
pression of  the  head  by  the  forceps  during  the  tractions, 
nor  any  interference  with  the  mechanism  of  its  passage 
through  the  pelvis, 

10.  The  adjustable  handle  can  be  used,  if  desired,  to  attach 

the  tapes  to,  in  tape-traction. 

11.  A  dynamometer  can  also,  if  desired,  be  attached  to  the 

tapes  so  as  to  measure  the  strength  of  the  traction — 
which  should  never  exceed  50  lbs.  as  a  maximum. 
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The  disadvantages  are  : — 

1,  The   tapes   hreakinrj.      This   has   never   occurred   in   Dr 

Ferguson's  experience  with  the  strong  linen  tape  shown 
(price  one  penny  a  yard).  This  disadvantage  would 
not  be  so  great  as  if  a  metal  axis-traction -rod  broke,  as 
has  happened  twice  in  his  practice. 

It  is  rather  an  advantage  if  the  tape  breaks,  as  it 
indicates  that  traction  has  been  too  strong.  It  acts  as 
a  fuse  in  an  electric  circuit. 

2.  If   traction  is  exercised  on  the  tapes  too  far  back,  the 

mucous  membrane  of  the  posterior  vaginal  wall  may  be 
frayed.     Experience  enables  one  to  avoid  this. 

Dr  W.  Fordyce  said  the  advantage  of  the  rigid  rods  was  that 
when  they  were  parallel  they  indicated  the  amount  of  traction 
which  was  necessary ;  by  the  use  of  tapes  that  was  entirely  lost. 

Tlte  President  said  he  found  he  could  pull  to  the  handles. 

Dr  J.  W.  Ballantyne  thought  there  was  something  in  what 
Dr  Fordyce  said.  The  system  of  the  forceps  is  disturbed  ;  if  one 
has  a  thing  which  has  not  rigid  edges,  although  movable  at  the 
joints,  the  broad  action  of  the  application  handles  is  lost. 

The  President  said  the  handles  give  a  sufficient  indication  of 
how  to  pull,  and  the  increased  flexion  counterbalances  any  loss 
— that  was  his  experience  after  a  year's  trial. 

Dr  J.  W.  Ballantyne  remarked  on  the  cutting  through  of 
the  tapes  at  the  sharp  angles. 

Dr  W.  Fordyce  said  where  there  was  a  double  tape  like  this 
one  was  apt  to  pull  on  the  two. 

The  President  remarked  that  the  tapes  run. 

Dr  J.  W.  Ballantyne  said  it  was  a  very  interesting  subject, 
and  suggested  that  the  President  should  bring  it  up  at  another 
Meeting  of  the  Society  when  more  time  was  available  for 
discussion. 

The  President  said  he  might  do  so. 
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V,  Dr  A.  H.  F.  Barhour  showed — broad  ligament  cyst, 

WITH    UNUSUAL    DISPLACEMENT   OF    PERITONEUM   from    a   patient 

sent  to  him  supposed  to  be  suffering  from  double  ovarian 
tumour.  All  that  could  be  made  out  before  the  operation  was 
a  tumour  the  surface  of  which  was  up  about  the  middle  line. 
On  opening  the  abdomen  all  that  could  be  seen  was  apparently 
the  uterus  and  a  tumour  adherent  to  the  bladder.  After 
separating  the  adhesions,  the  mass  was  removed.  It  was  a 
left-sided  tumour,  which  had  dipped  down  into  the  pelvis  and 
lifted  up  the  peritoneum  over  the  bladder.  A  remarkable  point 
was  that  the  tumour  had  displaced  the  sigmoid  to  the  right 
side. 

VI.  Dr  B,  P.  Watson  showed — {a)  cervical  fibroid  removed 

BY  HYSTERECTOMY — OPERATION  COMPLICATED  BY  PRESENCE  OF 

BROAD  LIGAMENT  CYST.  The  patient  presented  the  ordinary- 
symptoms  of  urinary  retention.  She  was  perfectly  well  when 
suddenly  one  day  she  found  she  was  unable  to  pass  urine,  and 
called  in  a  doctor,  who  passed  the  catheter.  He  found  an 
irritable  condition  of  the  vulva,  and  thought  that  was  the  cause 
of  the  retention.  When  seen  by  Dr  Watson  the  same  night, 
a,  big  mass  was  found  filling  up  the  front  of  the  pelvis,  and  a 
•cervical  fibroid  was  diagnosed.  Two  days  later  the  patient  was 
operated  on,  and,  on  opening  the  abdomen,  the  uterus  was  found 
pressed  away  to  the  back,  and  in  addition  there  was  a  flaccid 
broad  ligament  cyst  on  the  right  side ;  the  left  appendages  were 
also  densely  adherent  behind  the  broad  ligament.  The  cyst 
had  to  be  scraped  out  on  one  side  and  the  appendages  on  the 
other,  and  then  the  uterus  and  broad  ligament  cyst  shelled  out. 
The  patient  had  practically  no  urinary  symptoms  afterwards, 
and  had  been  perfectly  well  since. 

(h)  Photo-micrographs  for  the  teaching  of  gynecological 
PATHOLOGY.  When  preparing  a  set  of  lantern  slides  for  the 
Post-Graduate  Course  last  summer,  it  had  struck  him  that  if 
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one  could  make  enlargements  of  ordinary  quarter-plate  negatives 
and  have  them  printed,  they  could  do  perfectly  well  without 
the  lantern. 

Such  enlargements  were  quite  suitable  for  handing  round 
the  class  for  the  purpose  of  showing  the  students  ordinary 
histoloi^fical  and  pathological  conditions  of  the  pelvis.  They 
were  fortunate  in  having  in  the  Eoyal  College  of  Physicians* 
Laboratory  an  enthusiastic  and  painstaking  photographer  in 
Archie  Johnston,  who  had  made  all  these  photo-micrographs. 


VII.  THE  TECHNIQUE  OF  THE  MORE  EXTENSIVE 
ABDOMINAL  OPERATIONS  FOR  CANCER  OF  THE 
WOMB.      Illustrated  by  Lantern  Slides. 

By  F.  J.  M'Cann,  M.D.,  F.R.C.S.Eng. 

The  publication  by  Wertheim  of  his  book  entitled,  Die 
Erweiterte  Ahdominale  Operation  hei  Carcinoma  Colli  Uteri, 
based  on  a  series  of  500  cases,  has  given  an  additional  stimulus, 
if  such  were  needed,  to  those  who  are  working  to  improve  the 
operative  treatment  of  uterine  cancer.  The  wave  of  enthusiasm 
which  spread  over  the  Continent  of  Europe  when  more  extensive 
operative  procedures  by  the  abdominal  route  were  first  advo- 
cated seems  to  be  gradually  subsiding,  and  if  conclusions  can 
be  drawn  from  recent  discussions,  a  reactionary  current  has 
begun  to  flow  in  favour  of  a  more  extensive  operation  by  the- 
vaginal  route. 

In  this  country,  however,  the  abdominal  route  would  appear 
to  be  gaining  in  favour,  and  as  its  merits  and  safety  are 
more  appreciated,  bids  fair  to  be  adopted  as  the  method 
of  choice  in  all  cases  of  uterine  cancer  which  are  suitable 
for  operation. 

Having  had  some  experience  of  this  operation  as  well  as 
having  the   privilege  of  observing  the    technique   followed  in 
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Vienna,  Berlin,  and  Buda  Pesth,  I  venture  to  place  before  you 
the  results  of  this  experience  and  observation. 

At  the  outset  I  wish  to  express  my  thanks  for  the  courtesy 
and  kindness  shown  to  me  in  Vienna  by  Professor  Wertheim, 
and  in  Berlin  by  Professor  Bumm,  who  gave  me  so  many 
opportunities  of  seeing  their  operative  technique. 

When  I  heard  Professor  AVertheim's  paper  read  at  Leicester 
in  July  1905,  it  struck  me  at  once  that  two  points  in  the 
technique  could  be  altered  with  advantage.  The  one  was  the 
extensive  stripping  of  the  ureter  as  a  preliminary  step,  and  the 
other  was  the  advantage  which  would  be  gained  by  beginning 
the  operation  with  the  separation  of  the  bladder. 

This  extensive  stripping  of  the  ureter  does  not  make  the 
operation  more  radical,  and  moreover  may  play  a  part  in 
favouring  subsequent  necrosis. 

When  I  first  saw  Wertheim  operate  during  the  Inter- 
national Congress  at  Buda  Pesth  in  1909,  he  had  altered  his 
technique  and  began  the  operation  with  the  separation  of  the 
bladder,  and  did  not  extensively  strip  the  ureter  as  the  first  step. 

The  advantage  of  first  separating  the  bladder  is  most 
evident  where  the  disease  is  advanced,  for  the  amount  of 
involvement  of  the  bladder  is  at  once  apparent,  and  if  very 
extensive,  the  operation  can  be  stopped  before  much  injury  has 
been  done  to  the  pelvic  contents. 

With  these  exceptions  the  technique,  as  now  carried  out  by 
Wertheim,  closely  corresponds  to  what  is  described  in  the 
British  Medical  Joiirnal  for  23rd  September  1905,  p.  689,  and 
in  my  own  book,^  p.  91. 

As  I  am  now  able  to  present  to  you  the  results  of  my 
experience  since  December  1906,  I  propose  to  give  a  more 
detailed  account  of  the  operation  and  the  modifications  which 
appear  to  me  to  be  of  advantage.  My  experience  is  based  on 
a  series  of  41  cases  of  cancer  of  the  cervix,  which  include  all 
'  Cancer  of  the  Womh. 
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the  patients  operated  on  by  this  method  up  till  June  1911. 
During  this  period  I  have  operated  by  the  abdominal  route 
in  24  cases  of  cancer  of  the  uterine  body  and  only  1  by  the 
vaginal  route,  owing  to  the  enormous  amount  of  fat  possessed 
by  the  patient.  I  have  not  operated  by  the  vaginal  route  for 
cancer  of  the  cervix  since  December  1906. 

Let  me  now  indicate  what  cases  of  cancer  of  the  cer^•ix  are 
suitable  for  the  abdominal  operation. 

Wertheim  gives  the  contra-indications  as  advanced  age, 
degenerated  myocardium,  cachexia,  adiposity,  and  in  his  early 
work  he  also  gave  commencing  carcinoma,  for  which  he  pre- 
ferred the  vaginal  route.  I  would  add  to  these  chronic 
pulmonary  disease. 

Advanced  Age. — It  were  better  to  say  that  it  is  the  general 
condition  of  the  patient  and  not  her  actual  age  in  years  which 
should  be  the  guiding  factor.  One  of  my  own  patients  was 
aged  70  years,  whilst  others  were  67,  64,  and  63  years  respec- 
tively, and  all  recovered  from  the  operation.  There  are  those 
who  consider  this  operation  should  not  be  done  in  women  over 
60,  but  assuming  that  the  general  condition  is  good,  age  2^^?'  se 
should  not  be  a  contra-iudication. 

Degenerated  Myocardmm. — Where  the  pulse  and  cardiac 
action  are  weak,  the  patient  will  not  stand  the  strain  of  pro- 
longed ansesthesia  nor  of  a  prolonged  operation,  and  these  are 
important  contra-indications.  In  my  two  fatal  cases,  the  post 
mortem  showed  marked  degeneration  of  the  myocardium. 
Both  patients  were  exhausted  by  long  continued  and  profuse 
uterine  hcemorrhage  before  admission  into  the  hospital. 

Cachexia. — Marked  cachexia,  associated  as  it  is  with  de- 
generation of  the  muscular  fibres  of  the  heart,  renders  a  woman 
unfit  for  such  a  severe  operation. 

Adiposity. — Although  a  sufficiently  long  abdominal  incision 
may  render  this  operation  possible,  even  in  those  who  are 
obese,  yet  extreme  examples  are  met  with  where  the  abdominal 
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route  may  have  to  be  abandoned  in  favour  of  the  vaginal  route. 
AVhere  such  extreme  degrees  of  fatness  are  encountered,  it  is 
wiser  not  to  attempt  this  operation,  for  the  large  masses  of 
extra-peritoneal  fat  surrounding  the  bladder  and  bowel  com- 
pletely obscure  the  field  of  operation. 

Commencing  Carcinoma. — Why  early  stages  of  the  disease 
should  have  ever  been  held  to  contra-indicate  the  abdominal 
operation  is  difficult  to  imagine,  for  if  there  be  anything  in  the 
teachings  of  pathology  it  is  surely  that  the  application  of  the 
most  complete  operation  in  the  early  stages  is  most  likely  to 
furnish  the  best  results  in  the  future.  Doubtless  the  high 
mortality  attending  the  operation  in  Wertheim's  first  series 
was  the  determining  factor  in  arriving  at  such  a  conclusion ; 
but  it  is  now  proved  beyond  doubt  that  abdominal  operations 
for  early  cases  ouo-ht  to  be  attended  with  as  small  a  mortality 
as  if  they  had  buua  treated  by  a  vaginal  operation,  and  this  is 
borne  out  by  my  own  results. 

Chronic  Pulmonary  Disease. — The  presence  of  chronic 
pulmonary  disease  as  a  contra-indication  need  not  be  further 
emphasised. 

Local  Conditioois. — Passing  now  to  local  conditions,  if  the 
pelvis  is  filled  with  hard  masses  or  the  vagina  infiltrated  with 
cancerous  growth,  the  disease  is  inoperable.  Further,  extensive 
involvement  of  the  bladder  with  or  without  vesico-vaginal 
fistula  places  the  disease  at  once  in  the  inoperable  class. 

During  the  period  December  1906  to  June  1911,  there  were 
in  my  own  series  5  inoperable  cases : — 

(1)  Age  47,  with  extensive  involvement  of  the  vagina  and 

parametrium. 

(2)  Age  65,  vesico-vaginal  fistula. 

(3)  Age  50,  vesico-vaginal  fistula. 

(4)  Age  69,  bladder  extensively  invaded. 

(5)  Age   35,   profound   anasmia,  cachexia,   thrombosis    of 

veins  in  arms  and  legs. 
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The  condition  of  the  lymphatic  glands  is  difficult  ta 
determine  even  by  rectal  examination,  and  the  parametrium, 
although  felt  to  be  thickened,  may  be  free  from  cancer,  whilst 
soft  and  apparently  uninfiltrated  parametrium  may  yet  be 
cancerous,  as  proved  by  Kundrat,  Pankow,  and  others. 

A  cystoscopic  examination  may  be  helpful  in  determining 
the  degree  of  vesical  involvement,  prominence  of  the  trigone 
being  observed,  where  invasion  has  occurred. 

The  real  difficulty  is  in  settling  what  is  a  favourable  case, 
for  the  operation  may  reveal  unexpected  difficulties  in  what 
might  be  regarded  as  "  easy  cases,"  whereas  what  was  considered 
to  be  unfavourable  before  operation  may  be  found  subsequently 
to  be  without  difficulty.  For  these  reasons  each  operation  is 
of  the  nature  of  an  exploratory  operation,  and  where  the  local 
and  general  conditions  are  suitable  should  certainly  be  advised. 
With  increasing  experience  the  operator  will  be  able  to  deal 
with  the  difficulties  which  present  themselves. 

Wertheim's  operability  has  increased  from  30  per  cent,  to 
50  per  cent.,  and  in  the  last  two  years  61-9  per  cent.  He  gives 
the  following  figures  covering  a  period  of  eleven  years : — 

1096  Patients. 
500  Operated  by  the  abdominal  route. 
55  Refused  operation. 
22  Operated  by  the  vaginal  route. 
519  Too  advanced  for  operation. 
Total  operability,  about  50  per  cent. 

He  had  no  fewer  than  79  exploratory  laparotomies  (16-4 
per  cent.),  of  which  7  died,  which  is  a  high  mortality.  This 
only  serves  to  emphasise  the  great  importance  of  deciding  at 
once  if  the  case  is  inoperable,  before  such  injury  has  been 
inflicted  that  will  jeopardise  the  life  of  the  patient.  To  know 
when  to  withhold  the  hand  requires  the  highest  surgical 
judgment. 
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Now  let  us  turn  to  the  technique  of  the  abdominal  operation 
for  carcinoma  of  the  cervix. 

Before  submitting  patients  to  this  operation  it  is  advisable 
that  they  should  be  kept  in  bed  for  at  least  four  days  or  longer 
if  the  general  condition  is  not  satisfactory.  During  this  period 
certain  general  and  local  means  should  be  adopted  to  husband 
the  patient's  strength,  and  to  disinfect  the  cancerous  growth 
if  septic.  The  rest  and  appropriate  feeding  are  beneficial, 
especially  amongst  the  hospital  class,  and  strychnine  may  be 
administered  with  advantage.  To  disinfect  the  cancer,  swabbins 
the  vagina  with  a  10-vols.  solution  of  peroxide  of  hydrogen 
is  useful,  and  if  the  cancer  surface  is  necrotic  the  application 
of  pure  liquid  carbolic  acid  is  beneficial.^  I  have  never  favoured 
the  use  of  scraping  and  cauterisation  some  days  before  the 
operation.  After  the  patient  is  anaesthetised  the  method  of 
local  preparation  which  I  now  adopt  depends  on  the  state  of 
the  cancerous  growth.  If  it  be  of  the  proliferating  type  and 
undergoing  necrosis,  I  scrape  away  the  necrosed  area  only 
and  cauterise  with  the  ordinary  iron  cautery. 

Afterwards  the  vagina  is  swabbed  out  with  a  5  per  cent, 
solution  of  silver  nitrate.  If  there  be  no  necrosis,  the  growth 
or  ulcer  is  swabbed  with  this  solution.  The  excess  of  solution 
is  dried,  and  a  good  sized  piece  of  iodoform  gauze  is  packed 
into  the  vagina  and  so  arranged  as  to  admit  of  easy  removal. 
Wertheim  scrapes  and  cauterises  before  the  anaesthetic  is 
administered,  a  procedure  which  on  account  of  the  pain  pro- 
duced must  increase  the  shock  of  the  operation. 

The  process  of  local  disinfection  should  not  take  more  than 
ten  minutes,  and  I  carry  it  out  in  the  anaesthetic  room,  separate 
instruments  and  gloves  being  employed. 

The  patient  is  afterwards  wheeled  into  the  operating  theatre 
and  placed  in  the  Trendelenburg  position. 

^  No  vaginal  examination  is  permitted  within  forty-eight  hours 
before  operation. 
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The  length  of  the  abdominal  incision  will  depend  on  the 
amount  of  abdominal  fat,  and  for  this  reason  may  require  to 
be  extended  one  or  more  inches  above  the  umbilicus ;  but  it 
should  always  extend  from  the  umbilicus  to  the  symphysis 
pubis,  care  being  taken  to  divide  the  structures  down  to  this 
level  in  order  to  obtain  free  access.  As  soon  as  the  abdominal 
cavity  is  opened  the  abdominal  walls  are  covered  by  "pro- 
tectors "  of  battiste  and  gauze,  which  are  fixed  in  position  by 
stitches.  The  intestines  are  carefully  packed  away  out  of  the 
pelvis  with  sponges  made  of  sterilised  lint,  and  a  rapid 
exploration  of  the  pelvic  contents  is  carried  out  in  the  follow- 
ing order.  The  region  of  the  pelvic  glands  is  first  palpated, 
and  if  the  glands  are  much  enlarged,  hard,  and  impossible  to 
enucleate,  it  is  useless  to  proceed  with  the  operation. 

The  ureters  are  next  investigated  to  determine  whether  they 
are  dilated  as  a  result  of  compression  by  cancerous  deposit. 
The  bladder  is  now  felt  and  the  appearance  of  the  utero- 
vesical  pouch  noted.  The  peritoneum  covering  the  latter 
assumes  a  characteristic  crumpled,  retracted  appearance  as  it 
stretches  over  subjacent  infiltration.  The  rectum  is  similarly 
investigated.  The  cervix  is  finally  palpated  and  the  amount 
of  surrounding  infiltration  estimated.  After  separation  of  any 
adhesions  binding  down  the  appendages  or  fundus  uteri,  the 
latter  is  grasped  with  a  volsellum  and  pulled  upwards  and 
backwards. 

The  peritoneum  forming  the  utero-vesical  pouch  is  incised 
transversely,  and  the  separation  of  the  bladder  begun  in  the 
middle  line.  For  this  purpose  long  blunted  scissors  should 
alone  be  employed,  and  by  successive  snips  the  bladder  is 
gradually  detached.  If  the  finger  or  a  swab  be  used  the 
bladder  wall  may  be  torn,  especially  if  at  the  same  time  it  is 
made  tense  by  traction  on  the  vesical  peritoneum.  It  is  thus 
that  the  bladder  is  so  frequently  injured,  for  even  in  the 
presence  of   infiltration  the  great  advantage  of  separation  by 
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scissors  alone  is  at  once  apparent.  When  infiltration  exists 
it  may  be  advisable  to  separate  at  the  sides  first,  a  proceedino- 
which  I  have  often  found  useful  in  vaginal  hysterectomy.  The 
uterus  is  now  pulled  to  one  side  and  the  round  ligament  divided 
between  forceps  as  far  out  as  possible;  the  incision  in  the 
peritoneum  is  then  continued  with  scissors  up  to  the  intestine 
and  over  the  ovarian  vessels,  which  are  picked  up  with  forceps 
and  divided.  A  similar  incision  is  made  on  the  opposite  side. 
The  ovarian  vessels  and  round  ligaments  are  then  tied  with  fine 
Hnen  thread. 

This  long  incision  presents  several  advantages  over 
Wertheim's  technique.  When  the  inner  divided  portion  of  the 
peritoneum  is  raised  at  its  upper  extremity  the  ureter  is  seen, 
no  matter  how  fat  the  patient  or  how  extensive  the  infiltration, 
and  on  this  account  the  level  of  the  ureter  is  determined  at  an 
early  stage  of  the  operation.  The  iliac  glands  are  also  brought 
into  view,  and  may  be  removed  in  the  preliminary  sta^e  if 
desired.  Moreover,  by  securing  the  ovarian  vessels  without 
including  peritoneum,  it  facilitates  the  subsequent  suturino-.  I 
am  convinced  that  the  ureter  is  frequently  injured  because  its 
actual  position  has  not  been  determined  soon  enough  in  the 
course  of  the  operation.  Its  position  should  be  ascertained 
early  and  kept  constantly  in  view. 

The  ureter  is  now  separated  in  its  pelvic  portion  and  traced 
to  its  entrance  into  the  parametrium.  In  thin  subjects  the 
ureter  is  easily  seen  through  the  peritoneum,  and  its  identity 
can  be  recognised  through  the  peristaltic  movements  which  can 
be  set  up  by  stroking  it  with  the  scissors. 

Where  the  ureter  enters  the  parametrium  the  "  ureteric 
canal"  is  defined  with  the  points  of  the  scissors,  and  then  the 
index  finger  is  inserted  through  the  canal  above  the  ureter, 
thus  raising  the  uterine  vessels  and  the  attached  tissue.  By 
blunt  dissection  with  long  forceps  the  tissue  over  the  end  of 
the  finger  is  separated.     Two  pairs  of  forceps  are  now  used  to 
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seize  the  vessels  raised  by  the  linger,  and  after  dividing  between 
the  forceps,  the  vessels  and  surrounding  tissue  are  tied  as  far 
out  as  possible  with  fine  linen  thread.  This  manoeuvre,  adopted 
by  Wertheini,  is  not  always  possible  in  the  presence  of  marked 
infiltration,  and  a  considerable  amount  of  bleeding  and  tearing 
may  result.  Under  such  circumstances  it  is  best  to  pick  up 
the  vessels  with  two  pairs  of  forceps,  divide  between,  and  with  the 
scissors  the  vessels  are  isolated  and  dissected  back  close  to  their 
origin  and  then  ligatured.^  Having  secured  the  vessels,  the 
ureter  can  then  be  dissected  out  with  comparative  ease. 

The  vesical  portion  of  the  ureter  is  next  laid  bare,  and  in 
so  doing  a  certain  amount  of  venous  haemorrhage  requires  to  be 
controlled  by  forceps  and  subsequent  ligature.     (See  Fig.  3.) 

The  other  side  is  then  dealt  with  in  a  similar  manner, 
followed  by  a  further  separation  of  the  bladder  from  its  attach- 
ment. The  rectum  is  now  separated.  This  is  done  by  catching 
the  peritoneum  of  Douglas'  pouch  with  long  forceps  at  a 
suitable  spot,  and  cutting  with  scissors  into  the  loose  tissue 
intervening  between  the  rectum  and  posterior  vaginal  wall. 
The  incision  is  then  extended  outwards  until  the  peritoneum 
posteriorly  is  completely  divided.  In  so  doing  an  artery  in 
each  utero-sacral  fold  will  require  to  be  caught  and  tied ;  this 
posterior  incision  is  also  facilitated  by  the  long  peritoneal 
incision  already  described,  for  the  peritoneum  can  be  held  up 
with  forceps  away  from  the  ureter.  The  rectum  is  further 
separated  by  snipping  with  scissors  until  a  sufficient  amount  of 
the  posterior  vaginal  wall  is  exposed. 

The  uterus  is  then  pulled  upwards  and  to  one  side, 
and  a  series  of  clamps  put  on  the  parametrial  tissue  from 
behind  forwards.  The  first  clamp  is  put  on  the  sacro-uterine 
ligament,  and  the  latter  is  divided  on  its  uterine  side,  then  three 
or  four  others  are  put  on  laterally  until  all  the  parametrium 

'  The  para-cervical  glands  are  often  seen  enlarged  and  are  removed 
at  this  stage. 
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is  divided  up  to  the  lateral  wall  of  the  vagina.  The  other  side 
is  treated  in  like  manner  so  that  the  vagina  is  completely  freed 
on  both  sides. 

It  is  much  better  to  use  several  clamps,  each  holding  a  com- 
paratively small  amount  of  tissue,  as  this  facilitates  subsequent 
ligature  and  prevents  undue  loss  of  blood.  Whilst  applying 
the  clamps  the  ureters  are  laterally  retracted  by  the  assistant. 
This  is  best  done  by  a  small  gauze  sponge  held  in  a  pair  of  long 
forceps.  The  gauze  introduced  into  the  vagina  before  the 
operation  is  now  removed  by  an  assistant. 

Before  applying  the  vaginal  clamp  or  clamps,  an  inspection 
is  made  to  see  that  the  bladder,  ureters,  and  rectum  are  suffi- 
ciently separated.  The  clamps  are  then  applied,  and  on  each 
side  a  pair  of  hcemostatic  forceps  at  a  lower  level  to  prevent 
bleeding  from  the  vaginal  angles.  The  vagina  is  cut  across 
between  the  clamps  and  the  hsemostatic  forceps,  and  as  soon  as 
an  opening  is  made,  a  piece  of  gauze  is  pushed  into  the  vagina 
from  above  in  order  to  catch  any  secretion  which  might  have 
escaped.  The  uterus,  appendages,  and  parametrium  are 
removed,  the  cancer  being  enclosed  in  a  bag  of  vagina. 

To  judge  from  recent  reports,  there  seems  to  be  considerable 
difficulty  in  applying  the  clamps,  which  has  already  led  to  the 
production  of  various  modifications  of  the  rectangular  instru- 
ment used  by  Wertheim.  As  a  matter  of  experience,  however, 
if  the  vagina  is  thoroughly  isolated  in  front,  behind,  and 
especially  at  the  sides,  there  is  no  difficulty  in  putting  on  the 
clamps.  It  is  the  failure  to  isolate  the  vagina  which  leads  to 
difficulty.  The  clamp  which  I  now  use  is  made  on  a  slightly 
different  principle,  is  easy  of  application,  and  is  further  of 
sufficient  size  to  maintain  the  apposition  of  the  vaginal  walls. 
It  leaves  more  room  for  cutting  the  vagina  at  each  side  above 
the  position  occupied  by  the  lateral  hasmostatic  forceps. 

Before  the  vagina  is  opened,  the  operation  area  should  be 
•covered    with   gauze   or   sponges  to   prevent  infection    should 

C 
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cancerous  particles  or  discharge  escape  through  the  clamp 
slipping. 

A  suture  is  placed  in  the  centre  of  the  posterior  vaginal 
wall  and  used  to  hold  up  the  vagina.  Mattress  sutures  are 
inserted  to  replace  the  haemostatic  forceps  on  the  vaginal  angles. 

The  parametric  clamps  are  then  replaced  by  ligatures 
applied  on  a  curved  needle  held  by  a  long  needle-holder.  Any 
other  bleeding  points  are  secured  and  tied. 

The  lymphatic  glands  are  next  removed  and  the  iliac  vessels 
laid  bare.  In  so  doing  care  must  be  taken  not  to  injure  the 
iliac  vein.  The  glands  should  be  carefully  separated  from  the 
vessels  by  blunt-pointed  scissors,  and  after  their  blood  supply 
has  been  ligatured  they  should  be  removed.  The  glands- 
should  be  sought  in  the  following  order.  First  along  the 
common  iliac  artery,  then  the  external  iliac  as  far  as  the 
femoral  ring,  then  in  the  interval  between  the  external  and 
internal  iliac  arteries,  i.e.,  the  bifurcation  of  the  common  iliac 
following  down  with  the  finger  to  the  region  of  the  obturator 
foramen.  Here  glands  may  be  found  surrounding  the  obturator 
nerve,  and  when  extirpated  the  nerve  is  laid  bare.  Then 
finally  the  sacral  glands  are  sought  for  and  removed.  During 
the  removal  of  the  glands  the  iliac  vessels  may  be  injured  and 
ligature  or  resection  of  a  portion  of  the  vessel  may  be  required. 
In  one  of  my  own  cases  the  glandular  mass  was  so  incorporated 
with  the  external  iliac  vein  that  I  did  not  think  it  wise  to 
attempt  its  removal.  Wertheim  has  had  a  similar  experience 
in  two  of  his  cases. 

Considerable  enlargement  of  the  sacral  glands  with  cancerous 
deposit  was  present  in  my  second  fatal  case,  one  of  the  glands 
being  enlarged  to  the  size  of  a  walnut.  A  careful  search  is 
finally  made  for  any  bleeding  points,  which  are  at  once  secured. 
A  fresh  piece  of  gauze  is  pushed  into  the  vagina  and  arranged 
so  that  it  does  not  come  in  contact  with  the  ureters.  The 
peritoneum   is   united  by   means   of   catgut,  thus   completely 
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covering  in  the  pelvic  cavity.  The  lateral  angles  of  the  peri- 
toneal incision  are  united  first,  and  the  remainder  by  interrupted 
mattress  sutures.  Interrupted  sutures  are  used  because  there 
is  a  certain  advantage  over  a  continuous  suture  should  infection 
result,  and  mattress  sutures  because  of  their  security.  The 
accurate  closure  of  the  peritoneum  is  most  important  in  this 
operation,  as  it  tends  to  limit  infection  to  the  pelvic  cavity,  more 
especially  in  the  presence  of  any  injury  to  the  bladder,  ureters, 
or  rectum,  or  subsequent  necrosis. 

The  pelvic  colon  is  spread  over  the  pelvic  cavity,  and  the 
patient  is  then  lowered  into  the  horizontal  position.  The 
omentum  is  drawn  down  over  the  intestines  and  the  al)dominal 
wound  sutured. 

In  fat  women  and  in  old  women  where  there  is  a  risk  of 
infection  of  the  abdominal  wound  it  is  wiser  to  use  through  and 
through  sutures.^ 

The  peritoneum  is  first  united  with  a  continuous  catgut 
suture,  then  through  and  through  silkworm  gut  sutures  are 
next  inserted,  avoiding  the  peritoneum,  then  the  fascia  and 
muscle  are  united  with  a  continuous  catgut  suture.  The  silk- 
worm gut  sutures  are  tied  and  the  skin  further  unitetl  with 
Michel's  clips. 

In  younger  women  who  are  not  unduly  fat  the  through  and 
through  sutures  need  not  be  used. 

It  is  further  of  importance  to  take  care  that  the  cavum 
Eetzius  is  obliterated,  by  picking  up  the  deep  tissues  with  the 
needle  in  order  to  prevent  pocketing,  for  it  is  not  uncommon  to 
find  serum  or  sero-pus  collecting  in  the  lower  angle  of  the 
wound.  Indeed,  the  infection  of  the  abdominal  wound  which 
still  appears  to  be  so  frequent  after  this  operation  probably 
has  its  startmg-point  in  the  cellular  tissue,  and  tracks  in  an 
upward  direction  to  the  lower  angle  of  the  abdominal  wound. 
This  is  prevented  by  protecting  the  cellular  tissue  during  the 
^  The  abdominal  wound  is  cleansed  with  saline  solution. 
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incision  of  the  vagina  and  subsequent  removal  of  the  uterus, 
hj  protecting  the  abdominal  walls  and  by  draining  the  cellular 
tissue  when  the  heemostasis  has  not  been  complete.  This  will 
be  again  referred  to  when  discussing  the  after-treatment. 

The  technique  already  described  differs  in  several  important 
details  from  that  adopted  by  Wertheim  and  others,  and  is  the 
outcome  of  the  personal  experience  of  the  writer. 

Thus  Wertheim  stands  on  the  left  side  of  the  patient  and 
made  his  incision  from  the  symphysis  to  the  navel.  Other 
operators  change  sides  during  the  operation,  Ijelieving  that  this 
ofifers  special  advantages.  I  have  always  operated  standing  on 
the  right  side  of  the  patient  and  complete  the  operation  in  this 
position.  Confusion  results  through  changing  position  during 
an  operation,  without,  in  my  judgment,  any  compensating 
advantage.  Wertheim  and  others  ligature  the  infuudibulo 
pelvic  ligament  as  a  preliminary  stage  in  the  operation ;  but  if 
the  method  here  suggested  of  dividing  the  round  ligaments  and 
prolonging  the  incision  up  to  the  intestine  be  adopted,  its 
advantages  are  so  pronounced  that  I  feel  sure  it  will  be  adopted 
more  and  more  in  the  future.  The  ureter  in  the  Wertheim 
technique  is  sought  by  opening  up  the  layers  of  the  broad 
ligament  after  tying  the  infundibulo  pelvic  ligament,  a  silk 
ligature  passed  on  a  Deschamps'  needle  being  used  and  the 
tissue  tied  e^i.  masse.  This  method  Wertheim  has  adopted  from 
Bumm  and  Kronig,  and  he  has  used  it  from  his  227th  case 
onwards.  During  the  ligation  of  the  infundibulo  pelvic 
ligament  in  one  of  his  cases  the  ureter  was  inadvertently  tied 
and  divided.  Such  an  accident  is  impossible  if  the  technique 
which  I  advocate  is  adopted.  The  aim  in  pelvic  surgery  ought 
to  be  to  isolate  vessels  and  ligature  without  encompassing 
surrounding  masses  of  tissue.  It  is  thus  possible  to  use  thin 
material  for  ligatures,  and  so  diminish  the  bulk  of  what  is  left 
behind  in  the  pelvis.  Wertheim  does  not  use  large  retractors 
nor    any   protection   for    the    abdominal    wall.      Instead,   the 
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peritoueuiii  is  stitched  to  the  skin  of  the  abdomen  with  three 
or  four  silk  sutures. 

He  does  not  use  gloves  during  the  operation  nor  a  mask. 
Gloves  are  only  worn  during  the  preliminary  cauterisation. 
His  assistants  wear  caps  during  the  operation. 

All  the  ligatures  and  sutures  he  uses  are  of  silk,  and  silk  is 
also  used  for  suturing  the  vagina,  being  passed  from  the  mucosal 
to  the  peritoneal  surface.  Such  sutures  must  slough  out  and 
ultimately  be  discharged.  Iodoform  gauze  is  used  for  drainage, 
narrow  short  strips  being  inserted,  which  are  removed  piece  by 
piece  from  the  fourth  or  fifth  day  until  the  removal  is  completed 
on  the  eighth  or  ninth  day.  Now  this  must  favour  septic 
infection,  for,  as  a  general  rule,  no  gauze  should  be  left  longer 
than  forty-eight  hours  in  the  vagina,  as  it  becomes  not  only  a 
source  of  irritation  but  of  infection,  and  besides  it  prevents 
the  natural  process  of  healing  by  coaptation.  Indeed,  where 
hsemostasis  is  accurate  no  gauze  is  required ;  if  not,  gauze 
should  be  inserted  only  for  forty-eight  hours.  Further,  the 
occurrence  of  cystitis  would  appear  to  be  favoured  by  the 
retention  of  gauze  in  the  pelvis,  and  when  once  the  cellular 
tissue  is  infected  it  tends  to  spread  by  the  side  of  the  bladder 
to  the  cavum  Eetzius  and  the  abdominal  wall. 

I  am  firmly  convinced  that  improvement  in  all  these  details 
of  technique  will  lead  to  even  better  results  than  those  furnished 
by  Wertheim. 

During  the  performance  of  this  operation  certain  accidental 
complications  may  require  to  be  combated,  the  most  frequent 
being  injuries  to  the  ureter,  the  bladder,  and  the  rectum. 

The  Ureter. — Here  let  me  again  insist  on  what  should  be 
the  leading  axiom  in  this  operation — viz..  Define  the  ureters  at 
an  early  stage  and  keep  them  constantly  in  view.  Ureteric 
injuries  are  much  too  frequent,  and  indeed  a  ureteral  fistula  is 
too  often  the  only  result  of  a  prolonged  operation  bravely 
borne  but  useless  as  a  means  of  alleviating  the  disease.     Such 
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results  discredit  surgery,  disappoint  the  unfortunate  patients, 
and  tend  to  influence  the  public  mind  unfavourably  against 
operation  for  uterine  cancer.  It  is  better  to  give  up  the 
operation  than  reward  the  patient's  faith  and  confidence  by 
the  establishment  of  a  ureteral  fistula. 

If  the  ureter  has  been  inadvertently  cut  what  is  to  be  done  ? 
The  renal  end  should  be  at  once  clamped  by  means  of  a  pair  of 
spring  forceps  covered  with  rubber  and  the  vesical  end  accurately 
ligatured. 

Where  there  has  been  long  standing  compression  of  the 
ureter  by  cancerous  infiltration,  the  renal  end  may  be  ligatured 
in  the  hope  that  subsequent  atrophy  of  the  corresponding 
kidney  will  follow.  This,  however,  presupposes  that  the  other 
kidney  is  functionally  active,  and  has  for  this  reason  an  element 
of  danger. 

Various  suggestions  have  been  made  from  time  to  time  for 
dealing  with  ureters  divided  during  the  operation,  but  the  two 
methods  which  appear  to  me  to  be  the  best  are  those  of  Mr 
Harold  Stiles  and  Dr  Latzko  of  Vienna.  Dr  Latzko  was  kind 
enough  to  demonstrate  his  method  to  me  during  my  visit  to 
Vienna,  but  on  reading  the  method  suggested  by  Mr  Stiles, 
published  in  Surgery,  Gyncecology ,  and  Obstetrics  for  August 
1911,  p.  127,  and  applied  by  him  in  implanting  the  ureters 
into  the  pelvic  colon  in  cases  of  extroversion  of  the  bladder,  it 
occurred  to  me  that  his  method  would  be  most  valuable  and 
one  I  would  certainly  ado])t  if  necessary.  In  brief,  the  method 
of  ureteral  implantation  adopted  by  Stiles  is  based  on  Witzel's 
plan  of  gastrostomy.  A  small  opening  would  require  to  be 
made  in  the  bladder  wall,  and  into  this  opening  the  end  of  the 
cut  ureter  is  introduced.  A  catgut  stitch  passed  on  a  curved 
needle  is  inserted  through  the  ureteral  wall  on  each  side  before 
its  introduction  into  the  bladder,  and  the  suture  is  passed 
through  the  bladder  wall  from  within  outwards  and  tied,  the 
end  of  the  ureter  being  meamvliile  gently  insinuated  into  the 
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bladder  openiug  by  means  of  a  probe.  The  ureter  is  then 
buried  in  the  bladder  wall.  This  is  accomplished  by  a  series 
of  interrupted  sutures  beginning  f  of  an  inch  below  the 
ureteric  junction  and  continuing  for  1  inch  along  the  ureter, 
the  stitches  in  the  latter  position  taking  up  the  ureteric  wall 
during  their  transit.  This  method  provides  against  the  all 
important  element  of  tension  on  the  ureter,  which  is  the  cause 
of  the  majority  of  the  failures  in  this  operation. 

In  Latzko's  method  the  tension  is  lessened  by  uniting  the 
bladder  close  to  the  ureteric  junction  to  the  stump  of  the 
infundibulo  pelvic  ligament.  The  ureter  is  dropped  into  an 
opening  made  in  the  bladder,  and  pulled  through  by  a  pair  of 
forceps  introduced  into  the  bladder  through  the  urethra.  For 
this  method  Dr  Latzko  claims  good  results,  but  it  is  surgically 
inferior  in  my  opinion  to  the  method  of  Stiles.  Where  the 
injury  is  high  up  in  the  course  of  the  ureter,  it  is  obvious  that 
neither  of  these  methods  is  applicable,  and  excision  of  the 
corresponding  kidney  would  probably  be  the  best  treatment. 

It  has  been  suggested  that  in  advanced  disease  the  pelvic 
portions  of  the  ureters  should  be  excised,  but  when  this  is 
necessary  probably  operation  would  be  contra-indicated  on  other 
grounds.  The  ureters  appear  to  resist  for  some  time  the 
cancerous  invasion,  for  when  resected  they  have  been  proved 
microscopically  to  be  free  although  embedded  in  cancerous 
infiltration. 

Apart  from  actual  injury  at  the  operation,  subsequent 
necrosis  of  the  ureter  may  occur  during  convalescence  followed 
by  the  formation  of  a  fistula.  To  prevent  this  it  is  important 
to  preserve  the  vascular  network  which  surrounds  the  ureter, 
and  to  take  care  during  the  operation  that  the  ureter  is  not 
bruised  or  clamped,  and  also  that  it  is  not  separated  from  its 
bed  to  a  greater  extent  than  is  absolutely  necessary.  This  is 
further  provided  against  by  the  long  peritoneal  incision  which 
has  been  described,  and  which  renders  the  isolation  and  separa- 
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tion  of  the  pelvic  portion  of  the  ureter  easier.  Wertheim- 
reports  33  cases  of  ureteral  fistula  during  convalescence,. 
and  in  my  own  series  there  was  one,  and  that  subsequently 
closed.  The  retention  of  gauze  drains  with  the  subsequent 
infection  probably  plays  an  important  part  in  the  causation  of 
these  fistulee. 

Wertheim's  series  developed  from  the  seventeenth  to  the 
nineteenth  day  after  operation,  one  on  the  twenty-first  day  and 
another  on  the  thirtieth  day.  The  usual  course  appears  to  be 
the  formation  of  a  purulent  collection  which  bursts  into  th& 
vagina,  the  mixture  of  pus  and  urine  being  peculiarly  offensive,, 
and  later  urine  alone  runs  away.  Spontaneous  healing  may 
result,  or  caustic  applications  may  require  to  be  used  and  havfr 
been  followed  by  healing.  In  the  event  of  the  fistula  persisting, 
operation  will  be  required. 

The  Bladder. — The  importance  of  using  scissors  in  tha 
detachment  of  the  bladder  has  been  already  emphasised,  but 
when  infiltration  is  pronounced,  the  muscular  wall  may  be 
skimmed  off  the  underlying  greyish-white  mucosa.  When  this 
occurs  it  is  necessary  to  reinforce  the  bladder  wall  by  a  series 
of  interrupted  catgut  sutures  passed  through  the  muscular  wall 
and  avoiding  the  mucosa.  Should  an  opening  be  made  into  the 
bladder,  it  should  be  immediately  sutured,  using  at  least  two 
layers  of  interrupted  catgut  sutures  which  do  not  include  the 
mucosa.  If  the  tear  has  ragged  edges,  it  is  best  to  resect  the 
portion  of  bladder  wall  so  affected,  in  order  to  promote  accurate 
union.  The  anterior  vaginal  wall  may  be  used  as  a  second 
line  of  defence,  and  the  bladder  above  the  sutured  area  can  be 
stitched  to  it.  A  vesical  fistula  may  form  during  convalescence 
when  the  bladder  has  been  injured  or  subsequent  to  infection 
of  the  pelvic  cellular  tissue ;  but  if  care  be  taken  during  the 
operation,  especially  to  reinforce  any  area  in  the  bladder  which 
has  been  thinned,  the  chances  of  the  later  development  of 
a   fistula  are   reduced   to   a   minimum.     When   a  fistula  has 
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developed,  it  may  close  spontaneously  or  a  subsequent  operation 
may  be  required. 

Cystitis. — Owing  to  the  extensive  separation  of  the  bladder, 
which  is  requisite  in  all  these  operations,  a  certain  amount  of 
post  -  operative  paresis  is  present  in  every  case,  which  is 
evidenced  clinically  by  incontinence  of  urine.  This  is  due  to 
the  inability  to  empty  the  bladder  effectually,  with  the  result 
that  residual  urine  remains,  and  becoming  infected,  cystitis 
follows.  Indeed,  the  function  of  the  bladder  may  not  be  com- 
pletely regained  until  the  patient  leaves  her  bed.  In  order  to 
prevent  post-operative  cystitis,  it  is  imperative  that  regular 
catherisation  be  employed  from  the  first  day  onwards,  every 
four  hours,  so  that  urine  is  not  allowed  to  accumulate  in  the 
bladder,  and  that  it  is  on  each  occasion  completely  emptied. 
Infection  spreading  to  the  bladder  from  the  cellular  tissue 
would  appear  to  play  an  important  part  in  the  causation 
of  cystitis,  and  where  this  is  diminished  or  guarded  against,, 
and  where  regular  catherisation  is  employed,  cystitis  becomes 
less  frequent.  A  good  example  is  afforded  by  one  of  my  own 
cases,  where  the  anterior  vaginal  wall  was  removed  close  to 
the  external  orifice  of  the  uretha  and  the  posterior  vaginal  wall 
in  its  upper  half.  As  a  result  of  regular  catherisation  and  early 
removal  of  the  gauze,  the  patient  recovered  without  any  cystitis. 

A  severe  example  was  met  with  in  one  of  my  private  cases 
where  there  was  superadded  a  gonococcal  infection,  which 
increased  the  severity  and  caused  much  suffering  and  distress 
to  the  unfortunate  patient.  By  regular  catherisation  and 
washing  out  of  the  bladder  the  disease  was  ultimately  cured. 
Since  adopting  the  use  of  the  catheter  every  four  hours,  it  is,, 
in  my  experience,  the  exception  to  encounter  severe  cystitis 
after  this  operation. 

Rediim. — There  is  usually  not  the  same  difficulty  encoun- 
tered in  the  separation  of  the  rectum  from  the  vagina  unless 
the  disease  is  advanced.     Under  such  circumstances  the  pouch 
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of  Douglas  may  be  obliterated,  and  the  rectum  be  closely 
adherent  to  the  posterior  wall  of  the  vagina.  AVhen  this  occurs 
the  bowel  may  bo  opened.  The  bowel  may  be  injured  in 
putting  on  the  vaginal  clamps,  unless  care  is  taken  to  see  that 
the  vagina  is  completely  separated.  Should  such  an  accident 
happen,  the  rectum  should  be  at  once  repaired  by  sutures. 
The  rectum  was  opened  in  one  of  my  early  cases,  and  was  closed 
by  sutures  and  healed  completely.  If  a  fistula  subsequently 
develops  it  frequently  heals  spontaneously  (Wertheim),  whilst 
necrosis  of  the  rectal  wall  followed  by  fistula  during  convales- 
cence is  seldom  encountered. 

Secondary  Hmmorrhafje. — So  far  it  has  been  my  good  fortune 
not  to  have  met  with  a  case  of  secondary  haemorrhage,  but  this 
complication  has  been  already  recorded  in  the  practice  of  others, 
including  Wertheim.  Accurate  hsemostasis  is  of  prime  import- 
ance in  all  operations  for  malignant  disease,  and  it  is  necessary 
to  be  sure  that  no  oozino-  surface  is  left  before  closini^  the 
peritoneum. 

Haemorrhage,  however,  may  occur  some  days  after  operation 
from  the  vaginal  wall,  from  the  cellular  tissue,  as  a  consequence 
of  sloughing  or  necrotic  changes,  or,  as  in  one  of  AVertheim's 
cases,  from  the  left  internal  iliac  vein,  which  had  been  torn 
during  removal  of  lymphatic  glands.  The  use  of  parametric 
clamps  are  of  great  importance  in  the  thorough  arrest  of 
haemorrhage,  especially  the  venous  bleeding  which  is  met  with 
at  the  lateral  walls  of  the  pelvis  under  the  ureters.  Wertheim 
had  operated  on  97  cases  before  he  adopted  the  routine  use  of 
parametric  clamps.  Ligature  of  the  internal  iliac  artery  has 
been  employed  as  a  method  of  preventive  haemostasis,  but  on 
the  whole  the  results  do  not  appear  to  be  satisfactory.  It  is, 
however,  a  method  which  may  be  required  in  an  emergency, 
and  for  this  reason  it  is  well  to  bo  provided  with  an  aneurism 
needle.  I  have  on  two  occasions  found  it  necessary  to  ligature 
the  internal  iliac  artery. 
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Abdominal  Wound. — One  of  the  most  frequent  complica- 
tions is  infection  of  the  abdominal  wound.  This  usually  begins 
at  the  lower  angle  and  spreads  upwards.  The  purulent  dis- 
charge has  a  characteristic,  offensive  odour  similar  to  that  from 
a  necrosing  cancer. 

Infection  of  the  abdominal  wound  can  be  prevented,  and 
since  I  have  adopted  the  precautions  which  will  be  mentioned 
later,  the  wounds  have  healed  by  first  intention.  This  infection 
is  frequently  a  spreading  infection  from  the  cellular  tissue,  and 
is  favoured  by  undue  handling,  bruising,  or  injury  to  the 
abdominal  walls.  It  is  thus  that  the  use  of  large,  heavy 
retractors  is  harmful.  A  light  retractor  of  the  Gosset  pattern 
is  very  useful,  and  in  addition,  the  abdominal  walls  should  be 
protected  by  some  suitable  material  stitched  in  position.  Care 
should  also  be  taken  to  obliterate  any  dead  space  at  the  lower 
angle  of  the  wound  whilst  stitching  the  abdominal  incision. 
Moreover,  the  disinfection  of  the  cancer  and  the  use  of  the 
vaginal  clamps  minimise  the  chances  of  infection  from  this 
source,  whilst  the  early  removal  of  any  gauze  drain  and  careful 
technique  lessen  the  risk  of  subsequent  infection  from  the 
cellular  tissue. 

Where  extensive  cavities  are  left  laterally  in  the  pelvis, 
Amann  and  Latzko  have  drained  through  the  ischio-rectal 
fossae.  When  pus  collests  under  the  peritoneum,  Wertheim 
recommends  its  evacuation  by  the  passage  of  the  finger  through 
the  vagina,  repeated  if  necessary  daily,  followed  by  subsequent 
swabbing  with  tincture  of  iodine.  In  3  cases  he  found  it 
necessary  to  incise  above  Poupart's  ligament  close  to  the 
anterior  superior  iliac  spine,  and  introduce  a  drainage  tube 
downwards  to  the  vagina. 

Indeed,  Wertheim  makes  it  a  rule  in  all  cases  where  fever 
or  pain  or  secondary  bleeding  point  to  a  disturbance  in  the 
healing  of  the  cellular  tissue,  to  make  a  digital  exploration,  and 
also  where  there  is  a  susjDicion  of  a  ureteral  fistula.     Where 
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a  ureteral  fistula  is  established,  daily  applications  of  tincture  of 
iodine  are  used  to  keep  the  fistulous  opening  clean. 

Various  other  methods  of  drainage  have  been  adopted  by 
different  operators.  Some  drain  from  above  as  well  as  below. 
Others,  following  Bumm,  unite  the  vesical  peritoneum  to  the 
anterior  vaginal  wall  and  the  posterior  peritoneum  to  the 
posterior  vaginal  wall.  After  closing  the  peritoneum  laterally^ 
the  pelvis  is  filled  with  vioform  gauze  pressed  down  tightly  to 
obliterate  dead  spaces  and  the  ends  pushed  into  the  vagina. 
Veit,  on  the  other  hand,  leaves  the  lateral  portions  of  connective 
tissue  uncovered  by  peritoneum  in  the  neighbourhood  of  the 
ureters,  in  order  to  prevent  accumulation  of  secretion  under 
the  peritoneum.  A  careful  aseptic  technique  is  the  great 
desideratum,  for  without  it  many  complications  may  arise. 

Mortality  of  the  Operation. — Wertheim,  in  his  500  com- 
pleted operations,  bad  93  deaths,  18-6  per  cent.  His  figures 
show  that,  with  increasing  practice  and  experience,  his  results, 
have  improved.     Thus : — 

In  the  first       100     .         .         .         .         30  deaths 
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„       second  100     . 

22       „ 

third     100     . 

17      „ 

fourth  100     . 

9      „ 

„       fifth      100     . 

15       „ 

Total 

93 

The  principal  causes  of  death  were  : — 

Peritonitis         .... 

33  cases 

Heart  failure  and  cachexia 

22     „ 

Pyelonephritis 

9     „ 

Pyaemia 

3     „ 

Emliolism  (jf  the  pulmonary  artery 

4     „ 

Heus 

3     „ 

Secondary  luemorrhage     . 

2 
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Out  of  19  of  the  33  cases  of  peritonitis  in  which  the 
supposed  source  of  infection  could  be  determined — 

In  5  it  was  the  cellular  tissue. 
In  4  it  was  the  abdominal  wound. 
In  1  it  was  second  laparotomy  for  a  swab. 
In  1  it  was  rupture  of  pyosalpinx. 
In  1  it  was  rupture  of  pyometra. 
In  1  it  was  tearing  out  of  implanted  ureter. 
In  6  cases  infection  was  supposed  to  come  from  the  cancerous 
growth. 

Three,  before  the  use  of  the  vaginal  clamps. 
One,  vagina  cut  before  the  application  of  the  clamp.     Cancer 
not  previously  disinfected. 

One,  tearing  of  a  carcinomatous  cavity  not  previously 
prepared. 

One,  tearing  of  a  previously  prepared  cancerous  cavity. 

The  second  important  group  of  fatal  cases  in  this  series  is 
due  to  what  are  termed  "  heart  deaths."  In  many  cancer 
l^atients,  especially  those  with  advanced  disease,  pain,  loss  of 
blood,  and  septic  discharges  have  exerted  such  a  deleterious 
effect  on  the  general  condition,  that  the  state  of  the  heart  and 
■circulation  is  far  from  satisfactory.  For  this  reason  they  do 
not  bear  prolonged  anaesthesia,  and  still  less  do  they  bear 
further  loss  of  blood. 

Eapidity  in  operating  consistent  with  thoroughness  is  of 
great  importance,  as  well  as  accurate  haemostasis.  Indeed  the 
whole  operation  should  be  carried  out  with  a  trifling  amount  of 
haemorrhage.  You  cannot  foretell  the  amount  of  blood  loss  a 
given  individual  will  stand,  nor  can  you  foretell  the  moinent 
when  danger  begins,  for  cancer  patients  bear  blood  loss  badly, 
and  preventive  haemostasis  is  essential. 

Such  deaths  are  frequently  classed  under  "shock,"  which 
may  act  as  a  salve  to  the  conscience ;  but  haemorrhage  is  the 
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more  probable  explanation.  I  do  not  say  that  pulling,  tearing, 
and  rough  handling  do  not  lead  to  the  condition  known  as 
"shock,"  but  after  these  operations  the  additional  factor,  viz., 
hsemorrhage,  is  more  important,  and  the  more  surely  and 
quickly  this  is  arrested  the  better  will  be  the  after  results.  On 
the  other  hand,  it  is  remarkable  how  such  a  prolonged  trial  is 
borne  by  those  already  weakened  by  hsemorrhage  and  poisoned 
by  toxins.  In  both  the  fatal  cases  in  my  own  series  the  women 
were  already  weakened  by  long-continued  haemorrhage,  and 
were  indeed  cases  in  which  the  operation  might  be  said  to  be 
contra-indicated ;  but  I  considered  it  advisable  to  risk  an 
operation.  The  latest  statistics  published  by  Doderlein  show 
a  mortality  of  18-3  per  cent.,  and  those  of  Bumm  in  131  cases 
21  per  cent. 

Sepsis  is  still  the  most  important  cause  of  death,  and  with 
improvements  in  technique  must  be  gradually  eliminated. 

The  mortality  will  remain  at  a  high  level  if  too  advanced 
cases  are  subjected  to  operation,  and  the  hope  of  the  future 
lies  not  in  a  more  extensive  operation  for  advanced  cases,  the 
only  result  of  which  would  be  to  increase  the  mortality,  but  in 
an  extensive  operation  undertaken  during  the  early  stage  of 
the  disease.  In  this  way,  and  in  this  way  only,  will  the 
after  results  be  improved  and  a  higher  percentage  of  cures 
obtained. 

After  Results. — The  value  of  any  operative  procedure 
undertaken  for  malignant  disease  must  stand  or  fall  according 
to  the  after  results  obtained.  The  anxious  patient  and  her 
friends  desire  to  know  what  are  the  future  prospects  after 
having  undergone  such  a  severe  operation.  In  this  country, 
owing  to  the  short  period  of  time  during  which  more  extensive 
operations  have  been  adopted  in  the  treatment  of  cancer  of  the 
cervix  uteri,  the  statistics  available  are  of  too  recent  date  to 
be  of  value  if  they  are  to  conform  to  what  is  recognised  as  a 
suitable  limit,  viz.,  the  five-year  test.     That  is  to  say,  if  the 
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patient  remains  free  from  recurrence  for  five  years  a  cure  is 
claimed.  Needless  to  say  numerous  cases  are  on  record  where 
the  disease  has  reappeared  after  five  years,  but  such  a  rule 
may  be  adopted  with  advantage  for  statistical  purposes. 

I  am  fully  conscious  of  the  fact  that  my  own  cases  are  of 
too  recent  date  to  be  of  value  as  a  contribution  to  the  study  of 
after  results.  My  object,  however,  being  rather  to  describe  in 
detail  the  technique,  dangers,  and  complications  of  the  operation, 
and  to  make  them  available  for  English  readers. 

Wertheim  can  undoubtedly  claim  supremacy,  owing  to  the 
fact  that  he  has  already  been  able  to  follow  up  the  after  histories 
of  no  less  than  250  women  for  a  period  of  at  least  five  years.^ 

The  figures  are  obtained  from  a  series  of  607  women  with 
cancer  of  the  cervix  uteri.  Of  these,  3  died  of  intercurrent 
diseases,  and  28  refused  operation, 

607-3-28  =  576. 

Of  these  576,  106  remained  free  from  recurrence  after  five 
years.  The  percentage  of  what  he  terms  "absolute  cases" 
being  18-4. 

The  most  recent  statistics  furnished  by  Doderlein  give  a 
percentage  of  16-2. 

Out  of  the  first  20  in  my  own  scries,  beginning  Deeemher 
1906,  recurrence  vjas  noted  in  11,  whilst  9  have  remained  free 
from  recurrence  for  a  jjeriod  varying  from  four  years  to  two 
years  and  nine  months. 

Eecurrence  is  noted  most  frequently  in  the  region  of  the 
iliac  glands,  and  in  the  early  stages  may  be  difficult  to  determine 
by  vaginal  and  rectal  examination.     Cachexia  and  persistent 

'  Aulhorn  {Arch.  /.  &'.?/«.,  Bd.  92)  gives  tlie  results  from  Zweifel's 
Klinik,  wlilch  was  one  of  the  first  to  adopt  the  more  extensive  abdominal 
operation  as  follows  : — 
255  patients. 
115  operations. 
11  fatal  cases.     Primary  mortality  9-5  per  cent. 
20-46  per  cent,  remained  free  from  recurrence  after  five  years. 


•48         ABDOMINAL   OPERATIONS    FOR   CANCER   OF   THE   WO:\IB, 

localised  pain  are  the  clinical  manifestations  which  are  suggestive 
of  recurrent  disease.  Eecurrence  in  the  scar  in  the  vaginal 
roof  is  found  only  in  a  minority  of  cases,  which  is  in  strong 
contra-distinction  to  wliat  is  so  frequent  after  simple  vaginal 
hysterectomy. 

"VVertheim  draws  attention  to  the  fact  that  the  scar  in  the 
vaginal  roof  is  often  of  considerable  thickness,  and  on  this 
account  may  be  mistaken  for  recurrent  disease.  When  a 
definite  local  recurrence  is  detected  it  may  be  removed ;  but  the 
ultimate  result  is  doubtful,  and  indeed  the  more  radical  the 
original  operation  the  less  hopeful  is  any  attempt  at  dealing 
with  recurrence. 

I  have  several  times  excised  localised  recurrent  disease 
after  vaginal  hysterectomy,  but  the  results  have  not  been 
encouraging. 

Careful  technique  diminishes  the  chances  of  implantation  of 
cancer  cells,  "  impf recedive,"  during  the  operation,  which  has 
been  so  frequently  held  to  explain  many  cases  of  recurrence 
after  vaginal  hysterectomy. 

It  is  here  that  the  danger  of  previous  curetting  is  pro- 
nounced, for  in  the  presence  of  advanced  disease  the  scraping 
may  have  so  thinned  the  cervical  walls  that  they  tear  during 
the  operation,  permitting  the  escape  of  cancerous  material. 
The  use  of  well-fitting  vaginal  clamps  and  gauze  introduced 
into  the  vagina  as  soon  as  it  is  opened  are  important  pre- 
cautions to  guard  against  cancer  infection. 

Amongst  the  cases  narrated  by  Wertheim  as  being  free 
from  recurrence  after  five  years,  in  3  the  rectal  wall  was  stated 
to  be  involved,  in  6  the  bladder  wall  was  so  firmly  fixed  that 
its  detachment  was  accomplished  with  considerable  difficulty, 
and  in  7  cases  the  parametrium  was  so  infiltrated  that  during 
its  removal  the  impression  was  obtained  that  cancerous  material 
had  been  left  behind. 

Wertheim  further  points  out    that    the   portio   carcinoma 


Fig.  1. 

Modified  after  Wertheim.  Shows  the  celhilar  tissue  on  the  right  side  of  the  pelvis  opened  up  by- 
tin;  long  peritoneal  incision.  This  incision  is  prolonged  upwards  to  the  intestine  over  the  ovarian 
vessels,  which  are  seen  ligatured.     Further  forwards  the  ligatured  round  ligament  is  represented. 

It  will  be  seen  how,  by  raising  the  internal  divided  portion  of  the  peritoneum,  the  ureter  is  at  once 
disclosed,  and  can  be  readily  traced  forwards. 

The  uterus  and  appendages  have  been  pulled  towards  the  left  side,  and  the  uterine  artery  is  seen 
crossing  the  ureter  from  without  inwards. 

The  patient  is  in  the  Trendelenberg  position. 


Fig.  2. 


Modified  after  Wertheim.  Tlie  method  of  raising  the  uterine  artery  on  the  linger  is  here  repre- 
sented. The  finger  is  passed  through  the  "ureteric  canal,"  above  the  ureter  an<l  underneatli  the 
utprino  artery,  wliich  is  then  clamped  and  divided. 


Fig.  3. 

Moaified  after  Wertheim.  The  uterine  artery  lias  been  divided  and  ligatured.  The  ureter  is 
exposed  and  its  entrance  into  the  bladder  delined.  The)X  indicates  the  point  where  there  is  usually 
some  venous  hcemorrhage  from  the  uretero-vesical  plexus  of^veins. 


Fig.  4. 


Modified  after  Wertheim.  The  uterus  is  pulled  upwards  and  forwards,  and  two  parametrium 
clamps  have  been  applied. 

The  dotted  line  indicates  the  position  of  the  peritoneal  incision  across  the  floor  of  Douglas'  pouch, 
after  which  the  rectum  is  separated  from  the  posterior  vaginal  wall. 


Fig.  5. 

Modified  after  Wertheini.  The  uterus  is  pulled  downwards  and  backwards,  the  parametrium 
damps  have  been  applied,  and  the  parametrium  divided.  The  vagina  thus  separated  has  been  clamped 
with  the  vaginal  clamp.  It  %vill  be  ob.served  that  this  special  clamp  does  not  diminish  the  working 
space  laterally,  and  hsemostatic  forceps,  one  on  each  side,  are  placed  at  a  lower  level  (not  represented 
in  the  figure).     The  vagina  is  divided  between  the  clamp  and  the  lateral  ha?mostatic  forceps. 


Fig.  6. 

Modified  after  Wertheim.  The  uterus,  appendages,  and  parametrium  have  been  removed,  and  tlie 
cut  end  of  the  vagina  is  seen.  A  mattress  suture  is  inserted  at  each  vaginal  angle,  and  one  in  the  centre 
of  the  posterior  vaginal  wall,  to  control  bleeding.  The  last  suture  is  also  used  to  hold  up  the  posterior 
vaginal  wall  after  division,  in  order  to  prevent  any  secretion  running  back  into  the  pelvis. 

Parametrium  clamps  are  seen,  three  on  each  side. 
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Fig.  9. 


The  cervix  and  vaginal  walls  as  removed,  seen  from  below. 

The  cervix  exhibits  a  papillomatous  growth  from  both  lips.  The  anterior  vaginal  wall,  which 
was  removed  close  to  the  urethra,  was  thicliened  and  corrugated,  imitating  the  "peau  d'orange  "  seen 
in  mammary  cancer.  Sections  taken  from  the  lower  portion  of  the  anterior  vaginal  wall  showed 
typical  adeno-carcinoma,  resembling  exactly  the  microscopical  structure  of  the  cervical  growth. 

This  specimen  furtlier  illustrates  the  important  fact  that  there  may  be  widespread  submucosal 
infiltration  without  ulceration  or  secondary  nodules. 

From  a  woman,  aged  3S  years,  who  died  from  recurrence  is  months  after  operation. 
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Fig.   1]. 


Uterus,  appendages,  parametrium,  and  upper  part  of  vagina. 

The  cervix  exhibits  an  infiltrating  growth,  wliich  lias  caused  considerable  enlargement  antero- 
posteriorly  and  laterallj-. 

There  was  salpingo-oophoritis  and  pelvic  peritonitis,  rendering  the  operation  one  of  extreme 
difficulty. 

From  a  woman  aged  4(3  years. 
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Fig.   13, 


Illustrates  a  cancerous  growth,  friable,  ulcerating,  as  seen  through  the  speculum. 
The  portion  of  vagina  which  was  removed  is  also  illustrated. 
From  a  woman  aged  03  years. 
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Fig.  17. 


The  cervix,  as  seen  through  the  speculum. 

The  anterior  cervical  lip  is  iiililtrated  with  cancer.     The  posterior  lip  is  unaffected. 

From  a  woman  aged  49  years. 
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Fig.   20. 

Represents  tlio  method  of  perfonniug  abdominal  hysterectomy  for  carcinoma  corporis  uteri. 

The  round  ligaments  and  ovarian  vessels  have  been  tied.  The  uterus  has  been  pulled  downwards 
and  backwards,  and  the  uterine  vessels  clamped  on  each  side.  The  vaginal  wall  has  been  opened 
anteriorly,  disclosing  the  cervix  uteri. 

Large  ring  forceps  are  used  to  grasp  the  uterine  fundus. 

(In  the  drawing  an  ordinary  vulsellum  has  been  represented.) 
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Fig.  25. 


The  uterus  ami  appendages,  removed  from  a  woman  aged  56  years. 

The  uterus  is  the  seat  of  several  small  myomata,  and  in  the  centre  of  the  mucosa,  on  the  posterior 
wall,  exhibits  a  circumscribed  papillary  growth  which,  on  microscopic  examination,  proved  to  be 
adeno-carcinoma.     At  the  upper  end  of  the  cervical  canal  a  small  adenomatous  polyp  is  seen. 

From  a  photograph. 
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frequently  recurs  as  rapidly  after  operation  as  the  cervix 
carcinoma.  In  my  book  on  Cancer  of  the  Womh,  p.  143,  I 
drew  attention  to  this  important  fact,  which  is  contrary  to 
what  is  generally  held  by  writers  on  this  subject ;  but  my  own 
experience  completely  confirms  Wertheim's  opinion. 

The  age  of  the  patient,  the  consistence  of  the  growth,  and 
the  histological  characters  are  further  of  imjDortance.  From  his 
statistics  Wertheim  comes  to  the  conclusion  that  youth  is 
favourable,  an  opinion  which  will  not  be  generally  accepted,  as 
it  is  contrary  to  what  is  known  regarding  cancer  in  other 
regions  of  the  body.  It  is  the  type  of  growth  rather  than  the 
■age  which  is  the  important  factor,  and  in  youth  rapidly  growing 
types  are  the  rule.  Probably  a  more  thorough  operation  under- 
taken at  an  earlier  stage,  and  when  the  condition  of  the  patient 
was  good,  is  the  explanation  in  Wertheim's  cases. 

It  is  further  interesting  to  note  that  the  squamous  carcino- 
mata  predominated,  only  about  5  per  cent,  being  columnar,  and 
that  what  are  regarded  as  the  more  benign  forms,  with  typical 
squamous  structure,  were  not  infrequently  associated  with 
glandular  involvement,  whilst  with  the  polymorpho-cellular 
or  anaplastic  tumours  the  glands  v/ere  free  from  cancer. 

This  malignant  nature  of  the  squamous  carcinoma  I  have 
also  referred  to  in  my  book,  an  opinion  to  which  exception  was 
taken  by  several  of  my  critics. 

The  influence  of  pregnancy  as  a  factor  in  giving  a  prognosis 
does  not  appear  to  be  of  importance.  It  is  the  type  of  the 
disease  which  requires  consideration,  as  the  available  figures 
do  not  indicate  that  during  pregnancy  or  the  puerperium  cancer 
grows  rapidly.  In  the  6  cases  recorded  by  Wertheim  no  glands 
were  found. 

One  died  fourteen  days  after  operation,  from  pulmonary 
embolism.  Of  the  remaining  5,  4  were  free  from  recurrence 
after  five  years. 

One     case    is     mentioned    associated    with    extra-uterine 

D 
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pregnancy,  in  which  no  glands  were  found  and  the  patient; 
remained  free  from  recurrence. 

Glandular  Involvement. — A  very  unfavourable  prognosis 
must  be  given  when  the  lymphatic  glands  are  found  to  be- 
invaded,  not  only  in  advanced  cases,  but  where  the  primary 
growth  is  in  an  early  stage  in  its  development.  What  do^ 
Wertheim's  figures  tell  us? 

Out  of  his  first  250  cases,  62,  i.e.  nearly  25  per  cent.,  had 
carcinomatous  glands.  Of  these  62,  20  died  from  the  operation 
and  1  from  intercurrent  disease.  But  out  of  the  remaining  41 
only  five  remained  free  from  recurrence  after  five  years;  whilst 
of  142  cases  without  glandular  invasion,  100  remained  free  from 
recurrence.  In  other  words,  87-8  per  cent,  of  the  cases  with 
cancerous  glands,  and  29-5  per  cent,  without  cancerous  glands 
exhibit  recurrence. 

Further,  in  Wertheim's  second  series  of  250  cases,  cancerous 
glands  were  found  in  25  per  cent.  These  figures  correspond  to 
what  has  been  already  given  by  other  authors,  e.g.,  Hocheisen, 
27  per  cent.,  Doderlein,  22-8  per  cent.;  Zweifel,  24  per  cent. 
Bonnet,  on  the  other  hand,  gives  51  per  cent.,  and  Eosthorn,. 
57-7  per  cent. 

In  all  5  cases  remaining  free  from  recurrence,  only  1  or 
an  isolated  group  of  lymph  glands  was  cancerous.  One  was 
associated  with  a  columnar  cancer  and  4  with  a  squamous. 

Certain  interesting  observations  have  been  made  by 
Wertheim  and  others  on  the  occurrence  of  tubular  formations 
in  the  glands  found  in  cancer  cases.  These  tubuli,  which 
occurred  in  11  per  cent,  of  the  cases,  were  at  first  supposed  to 
be  Wolffian  in  origin,  but  control  observations  made  on  glands 
from  non-cancerous  cases  showed  that  they  were  absent  in  the 
latter.  It  is  thought  that  they  are  the  result  of  inflammatory 
changes,  and  may  precede  the  development  of  carcinoma,  a 
certain  latent  period  intervening.  To  attempt  to  decide  the 
question,  the  cases  with  little  or  no  swelling  of  the  cancer-free 
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lymphatic  glands  and  those  with  enlarged  cancer-free  glands 
were  collected,  but  no  appreciable  difference  in  the  frequency 
of  recurrence  was  obtained.  Thus,  23  cases  with  enlarged 
glands  gave  26  per  cent,  recurrence,  whilst  out  of  119  cases 
where  little  or  no  enlargement  was  present,  30  per  cent,  recur- 
rence was  noted.  There  is  considerable  difficulty  in  a  complete 
extirpation  of  the  glands,  for  small  glands  deeply  situated  and 
already  infected  may  be  overlooked  during  operation,  which 
explains  the  frequency  of  recurrence  in  the  position  of  the 
iliac  glands,  and  generally  on  the  side  where  the  infected  glands 
were  most  numerous. 

However,  the  results  after  gland  extirpation  in  Wertheim's 
second  series  are  stated  to  be  better,  and  it  is  in  this  direction 
that  improvement  may  be  expected  when  a  more  thorough 
clearance  is  effected. 

Excluding  cases  not  yet  two  years  subsequent  to  opera- 
tion in  his  second  250,  there  were  44  with  cancerous  glands. 
Of  these,  3  died  from  the  operation,  1  died  from  intercurrent 
disease;  amongst  the  remaining  40,  17  have  remained  free 
from  recurrence,  i.e.  42-5  per  cent.,  3  being  observed  more 
than  four  years,  5  more  than  five  years,  and  9  more  than  two 
years.  Whilst  of  the  corresponding  41  cases  in  the  first  250 
only  12  remained  free  from  recurrence  after  two  years,  i.e. 
29-2  per  cent. 

The  Superiority  of  tlic  AMominal  over  the   Vaginal  Route. 

In  Vienna,  at  the  present  time,  it  is  interesting  to  find  in 
one  Frauenklinik,  Wertheim  and  his  pupils  performing  the 
abdominal  operation  and  extolling  its  superiority,  whilst  in  the 
neighbouring  Klinik,  Schauta  and  his  pupils  are  equally 
enthusiastic  concerning  the  more  extensive  vaginal  operation — 
the  so-called  Schuchardt  Schauta  operation.  There  can  be  no 
doubt  of  the  great  superiority  of  the  latter  over  simple  vaginal 
hysterectomy,    and    Staude    claims    to    have   an  operability  of 
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72-3  per  cent,  and  23  per  cent,  cured.  In  the  compilation  of 
cancer  statistics,  liowever,  the  nature  of  the  cases,  as  to  the 
extent  of  the  disease  and  condition  of  the  patient,  is  so 
important  that  it  is  possible  for  an  operator  to  have  a  run  of 
favourable  cases,  and  so  furnish  figures  which  are  correspond- 
ingly good. 

After  simple  vaginal  hysterectomy,  the  best  results  give 
10  per  cent,  of  cures;  whereas  the  percentage  of  cure  after 
Schauta's  operation,  calculated  according  to  Winter's  method, 
is  12-6  per  cent.  The  modern  patient  afflicted  with  uterine 
cancer  has  therefore  to  choose  between  a  vaginal  operation, 
whose  mortality  is  about  10  per  cent.,  and  an  abdominal 
operation,  whose  mortality  is  about  double,  but  after  it  the 
prospect  of  cure  is  twice  as  great. 

Knowing  the  facts  and  the  prospects  I  feel  sure  the  patient 
would  choose  the  abdominal  operation. 

By  the  abdominal  method  a  thorough  inspection  of  the 
pelvic  contents  is  possible,  and  a  clean  and  neat  operation  can 
be  carried  out.  Not  only  is  the  extirpation  of  glands  possible, 
but  the  parametrium  can  be  more  thoroughly  excised.  As 
Wertheim  wisely  observes,  a  few  grams  more  or  less  of  para- 
metrium removed  does  not  make  so  much  difference  in  many 
cases.  The  abdominal  route  still  possesses  many  more  advan- 
tages. The  ureters  can  be  more  thoroughly  isolated,  and 
iireteral  injuries  are  more  easily  recognised  and  remedied. 
The  injuries  to  neighbouring  organs  are  less  during  the 
abdominal  method,  aud  the  chances  of  cancerous  implantation 
are  reduced  to  a  minimum  through  careful  technique,  especially 
the  use  of  vaginal  clamps.  After  the  more  extensive  vaginal 
operation,  recurrence  in  the  vaginal  incisions  is  not  so 
rare. 

The  separability  of  the  organs  is  easier  from  above,  and  can 
be  carried  out  with  great  exactness.  Whilst  in  the  presence  of 
infiltration,  the  ureter  can  be  more  easily  detached,  and   the 
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infiltrated   lower   portion   of  broad   ligament   containing    the 
principal  lymphatics  can  be  more  easily  excised. 

When  mortality  is  again  considered,  Wertheim  asserts  that 
in  his  last  200  cases  the  mortality  was  only  11-5  per  cent.,  and 
that  he  had  runs  of  20  and  30  cases  without  a  death.  My  own 
series  of  41  cases  with  2  deaths  serves  to  confirm  the  view  that 
the  mortality  in  suitable  cases  will  soon  be  not  greater  than 
that  after  the  vaginal  method.  Schauta  gives  his  mortality 
as  10-7  per  cent ,  and  Staude,  20  per  cent. 

The  large  wounds  inflicted  during  the  more  extensive 
vaginal  operation  tend  to  become  infected,  disturb  convalescence, 
and  may  produce  fatal  results.  Such  effects  are  known  to  be 
not  uncommon  in  the  abdominal  wall  after  the  extensive 
transverse  incision  adopted  by  Mackenrodt  and  others.  And 
when  the  relative  difficulty  of  the  operations  is  considered,  that 
of  the  vaginal  route  is  undoubtedly  greater.  A  more  thorough 
extirpation  of  the  lymphatic  glands  should  not  increase  the 
mortality  of  the  abdominal  method  in  suitable  cases.  AVhere, 
however,  adhesion  to  important  vessels  is  encountered,  serious 
or  even  fatal  haemorrhage  may  ensue.  Such  cases  are  fortunately 
exceptional. 

Complete  extirpation  of  the  pelvic  glands  is  not  possible  in 
the  living  subject,  and  hence  it  is  that  Wertheim  and  others 
only  deal  with  glands  already  enlarged.  Thus  it  seems  probable 
that  the  glands  may  in  certain  cases  be  able  to  kill  cancerous 
material  in  their  substance,  otherwise  it  becomes  impossible  to 
harmonise  the  results  of  pathological  research  with  clinical 
experience.  Still  it  is  to  a  more  thorough  extirpation  of 
lymphatic  glands  that  we  must  look  in  the  future  development 
of  the  abdominal  operation,  for  surely  the  results  recorded  by 
Wertheim  clearly  point  in  this  direction  ;  and  it  would  appear 
that  the  more  thoroughly  this  is  carried  out  in  suitable  cases, 
the  more  likely  are  the  permanent  results  to  be  improved. 

The  vaginal  operation,  whether  simple  vaginal  hysterectomy 
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or  the  more  extensive  operation  now  advocated,  is  an  unscientific 
procedure,  which  I  feel  sure  will  be  gradually  abandoned  in  the 
treatment  of  uterine  cancer.  The  only  reason  for  clinging  to 
this  operation  is  the  question  of  inortality ;  but  as  the  abdominal 
operation  becomes  more  frequently  adopted  and  its  technique 
mastered,  the  higher  mortality  will  be  gradually  reduced,  and 
it  will  become  the  method  of  choice  in  all  suitable  cases.  The 
hope  of  the  future  lies  in  the  application  of  a  more  thorough 
and  extensive  operation  in  the  early  stages  of  the  disease. 

The  surgical  treatment  of  uterine  cancer  is  passing  through 
the  same  phases  of  transformation  as  the  surgical  treatment  of 
mammary  cancer,  and  what  surgeon  is  there  to-day  worthy  of 
the  name  who  would  be  content  with  performing  the  old  opera- 
tion of  removing  the  breast  alone  for  an  early  mammary  cancer  ? 
It  was  the  genius  of  Mitchell  Banks  that  pointed  the  way  to 
the  improvement  of  the  operative  treatment  of  mammary  cancer. 
Let  us  then  follow  his  lead  and  apply  the  same  principles  to 
cancer  of  the  uterus. 

Much  that  is  new  in  the  natural  history  of  uterine  cancer 
has  been  taught  us  through  the  abdominal  operation,  and  one 
outstanding  fact  is  the  futility  of  the  vaginal  method  in  many 
cases.  Ovir  knowledge  of  the  lymphatic  invasion,  of  the  involve- 
ment of  the  parametrium  and  surrounding  organs  has  been 
increased  and  rendered  more  definite.  Whilst  not  the  least  in 
importance  is  the  fact  that  such  an  extensive  operation  can  be 
carried  out  with  success. 

It  may  truly  be  said  that  its  success  stimulated  the  advocates 
of  the  vaginal  method  to  further  efforts,  and  the  more  extensive 
vaginal  operation  is  the  direct  outcome  of  these.  Further,  it 
has  exposed  the  fallacy  underlying  what  were  liitherto  regarded 
as  cases  suitable  for  the  vaginal  method ;  namely,  where  the 
uterus  was  mobile  and  the  disease  apparently  confined  to  that 
organ  by  the  demonstration  of  the  important  fact  that  soft 
parametrium   may    be    infiltrated    with   cancer,   whilst    hard 
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apparently  infiltrated  parametrium  may  be  cancer  free.  The 
type  of  the  cancer  has  been  held  by  some  to  jvistify  a  choice  of 
operation.  Thus  rapidly  spreading  types  leading  to  early 
parametrial  involvement  are  regarded  as  most  suitable  for  an 
abdominal  operation,  whilst  slow  growing  types  should  be 
treated  by  the  vaginal  method.  At  the  expense  of  being  accused 
of  repetition,  I  must  again  insist  that  only  suitable  cases  should 
be  chosen  for  the  abdominal  operation.  In  this  way  the  con- 
fidence of  the  public  will  be  restored,  and  patients  will  resort 
to  surgical  treatment  at  an  early  stage,  with  the  confident  hope 
that  cure,  or  at  least  a  lengthened  period  of  amelioration,  will  be 
the  reward. 

The  Technique  of  the  Abdominal  Operation  for 
Cancer  of  the  Body  of  the   Uterus. 

It  has  been  frequently  alleged  that  the  results  of  operation 
for  uterine  cancer  are  untrustworthy  through  the  inclusion  of 
cases  of  cancer  of  the  body  of  the  uterus  in  statistical  lists,  for 
it  is  a  matter  of  common  knowledge  that  in  this  special  type 
of  cancer  the  post-operative  results  are  better  than  in  those 
of  cancer  of  the  cervix.  For  this  reason  I  shall  describe  the 
technique  of  the  operative  treatment  of  cancer  of  the  uterine 
'body,  and  the  results  which  may  be  expected  to  follow,  separately 
from  those  of  cancer  of  the  cervix.  Let  me  say  at  once  that,  except 
in  a  few  instances,  all  examples  of  carcinoma  corporis  should  be 
treated  by  abdominal  hysterectomy.  I  am  fully  conscious  of 
the  fact  that  this  opinion  is  not  held  by  Wertheim,  or  indeed 
by  many  Continental  authorities,  as  it  appears  to  be  the  prevail- 
ing fashion  to  prefer  the  vaginal  route  in  this  disease.  The 
abdominal  route,  however,  presents  many  advantages.  A 
complete  inspection  can  be  obtained  of  the  pelvic  contents,  and 
in  addition  it  is  at  once  apparent  if  secondary  growths  in  the 
ovaries  or  other  pelvic  organs  exist.  Moreover,  in  advanced 
cases   the  extent   to   which   the   disease  has   spread   becomes 
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manifest,  for  in  these  the  intestine  becoming  adherent  to  the- 
uterus  may  exhibit  signs  of  cancerous  invasion,  or  secondary 
deposits  may  be  found  in  the  lumbar  glands,  or  in  other 
situations  in  the  abdominal  cavity.  By  the  abdominal  route 
a  neat  aseptic  operation  may  be  performed,  where  the  risks, 
of  cancer  implantation  or  septic  infection  are  reduced  to  a 
minimum. 

The  vaginal  route  is  preferred  by  its  advocates  for  two  main- 
reasons,  Firstly,  because  it  is  characteristic  of  the  disease  that 
it  is  confined  to  the  uterus  for  a  lengthened  period :  in  other 
words,  it  is  said  to  be  more  chronic  than  when  the  cervix  is 
attached. 

Secondly,  that  glandular  invasion  is  met  with  only  in 
the  late  stages.  Thus  Doderlein  in  24  corporeal  cancers- 
found  cancerous  glands  in  4  cases  (1  inguinal,  1  iliac,  and 
2  lumbar).  The  disease  had,  however,  in  all  four  penetrated 
beyond  the  uterus.  Kronig  in  4  early  corporeal  cancers 
found  only  once  an  enlarged  iliac  gland  which  was  free  from 
cancer. 

I  have  made  in  my  own  cases  a  systematic  search  for  glands,, 
and  in  one  only  (an  advanced  case)  were  the  iliac  glands  enlarged^ 
and  on  examination  they  were  proved  to  be  non-cancerous. 

This,  however,  does  not  favour  the  vaginal  route,  because  it 
is  only  by  actual  inspection  that  the  state  of  the  glands  can 
be  determined,  and  this  is  impossible  by  the  vaginal  operation. 

There  is  an  undoubted  risk  of  cancer  infection  when  the 
operation  is  undertaken  by  the  vaginal  method.  The  uterus  is- 
so  apt  to  be  cut  or  torn  during  its  removal,  and  thus  allow 
cancer  cells  or  septic  discharge  to  contaminate  the  wounded 
area.  In  addition  it  is  so  often  necessary  to  make  unilateral 
or  bilateral  incisions  in  the  vaginal  wall,  as  the  patients  are 
frequently  elderly  virgins  or  nulliparous  women,  that  additional 
risk  is  thereby  added.  By  the  abdominal  route  the  uterus  may 
be  held  up  by  the  appendages  or  round  ligamenls,  or  a  special 
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pair  of  ring  forceps  cau  be  used  in  order  to  prevent  tearing  of 
the  uterine  tissue,  whilst  the  escape  of  the  uterine  contents  can. 
be  guarded  against  in  the  manner  to  be  described. 

Although  the  chronicity  of  the  disease  is  urged  as  an 
important  reason  for  adopting  the  vaginal  route,  this  does  not 
apply  to  all  examples  of  cancer  of  the  uterine  body,  for  in  some 
which  I  have  observed  the  course  of  the  disease  has  lieen 
extremely  rapid. 

Cases  suitable  for  the  AMominal  (Jpcration. 

Age. — Fifty-three  is  the  age  at  which  cancer  of  the  uterine 
body  is  most  common,  and  on  account  of  the  age  of  the  majority 
of  the  patients,  the  vaginal  route  is  preferred.  But,  as  already 
stated,  when  speaking  of  cervical  disease,  age  'per  se  is  not  so- 
important  as  the  general  condition  of  the  patient,  and  in  my 
own  series  the  following  were  aged  54  or  over  : — 


54  years 


56 
58 
63 
65 
68 


2  cases 
5  cases 
2  cases 

1  case 

2  cases 
1  case 


Elderly  patients  bear  the  abdominal  operation  well,  provided 
hsemostasis  is  accurate  and  the  operation  not  unduly  prolonged. 

Cachexia. — This  is  a  contra-indication  if  well  marked,  but  as 
a  matter  of  practical  experience,  the  subjects  of  corporeal 
cancer  are  usually  well  nourished  and  maintain  their  standard 
of  nutrition  for  a  lengthened  period.  Indeed,  they  may  even 
gain  in  weight  during  the  early  stages  of  the  disease. 

It  thus  comes  to  pass  that  adiposity  is  a  more  frequent 
contra-indication,  and  it  was  for  this  reason  that  I  was  com- 
pelled to  perform  vaginal  hysterectomy  in  one  instance. 

Chronic   Pulmonary   and   Ecnal   Disease   are   also    contra- 
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indications,  but  in  the  former,  an  expert  anaesthetist  can  render 
much  service  during  the  operation,  and  spinal  anaesthesia  is 
another  addition  to  our  present  methods. 

For  these  reasons  I  maintain  that  the  abdominal  route 
should  be  the  method  of  choice  in  by  far  the  majority  of 
corporeal  cancers  suitable  for  operation,  and  as  with  cancer  of 
the  cervix,  the  vaginal  method  will  gradually  be  displaced. 

The  Technique  of  the  Abdominal  Operation  for  Corporeal  Cancer. 

The  preliminary  disinfection  is  carried  out  on  the  same 
principles  as  already  described  for  cancer  of  the  cervix.  If  a 
profuse  uterine  discharge  exists,  the  uterine  cavity  should  be 
plugged  with  gauze  and  the  os  closed  by  a  mattress  suture  of 
strong  thread.  The  vagina  is  swabbed  with  5-per-cent.  silver 
nitrate  and  a  piece  of  iodoform  gauze  left  in  the  canal. 

The  abdomen  is  opened  by  a  free  mediaii  incision,  the 
"  protectors  "  stitched  in  position,  and  the  uterus  pulled  out  of 
the  abdominal  incision  and  grasped  by  a  large  pair  of  ring 
forceps.  The  peritoneum  between  the  bladder  and  uterus  is 
picked  up  and  incised  transversely,  and  the  bladder  separated 
downwards  by  means  of  the  scissors.  The  uterus  is  then 
pulled  to  one  side,  and  the  round  ligament  divided  between 
forceps.  The  index  finger  is  then  thrust  backwards  through 
the  avascular  spot  in  the  broad  ligament,  and  when  raised 
upwards,  the  ovarian  vessels  are  at  once  brought  into  promi- 
nence and  are  caught  between  forceps  and  divided.  The  other 
side  is  then  treated  in  like  manner.  The  uterus  is  now  pulled 
well  upwards,  and  a  few  touches  of  the  scissors  disclose  the 
position  of  the  uterine  arteries  on  each  side.  They  are  caught 
between  forceps  and  divided.  The  bladder  is  then  separated 
further  downwards  in  order  to  expose  the  upper  part  of  the 
anterior  vaginal  wall.  The  latter  is  then  grasped  with  a  long 
pair  of  Kocher's  forceps  applied  close  to  the  bladder  and  cut 
"with  scissors,  thus  opening  the  vaginal  canal.     A  piece  of  gauze 
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is  at  once  inserted  into  the  vagina ;  the  gauze  already  in  the 
vagina  being  removed  before  the  canal  is  opened,  A  vulsellum 
is  then  applied  through  the  opened  vagina  to  catch  and  close 
the  cervix,  which  is  pulled  well  upwards.  The  remainder  of 
the  vaginal  wall  is  rapidly  cut  with  scissors,  taking  care  to  keep 
within  the  forceps  grasping  the  distal  portions  of  the  uterine 
•arteries.  The  uterus  is  thus  removed  with  the  cervix  upper- 
most, which  is  an  additional  safeguard  against  the  escape  of 
its  contents.  Bleeding  points  at  the  vaginal  angles  are  caught 
with  forceps,  and  the  posterior  vaginal  wall  seized  with  a 
vulsellum  and  held  up,  to  minimise  the  chances  of  contamina- 
tion from  the  vagina. 

Thus  a  Ijloodless  removal  of  the  uterus  can  be  carried  out  in 
■six  to  eight  minutes.  Ligatures  are  now  applied  to  the  ovarian 
vessels,  round  ligaments,  and  uterine  vessels,  A  mattress 
suture  of  catgut  is  employed  to  control  the  bleeding  from  the 
vaginal  angles  on  each  side. 

When  all  bleeding  has  been  arrested,  the  peritoneum  is 
accurately  stitched  across  the  pelvic  floor  by  interrupted  catgut 
sutures.  Tbe  abdominal  wall  is  closed  and  the  operation 
completed. 

As  a  further  means  of  preventing  infection,  in  several  of  my 
•cases  the  vagina  has  been  clamped  in  its  upper  part  before 
being  opened,  thus  imitating  what  is  done  for  cervical  carci- 
noma. This  manoeuvre  may  be  carried  out  with  one  clamp  or 
two  laterally  applied  clamps. 

A  wider  excision  of  the  parametrium  can  be  made  by  the 
abdominal  route,  which  is  an  additional  advantage. 

The  safety  of  the  ureters  is  ensured  by  the  method  of 
operating  which  has  been  described,  for  if  the  uterus  is  held 
up  well,  and  the  incision  of  the  vagina  made  internal  to  the 
forceps  on  the  uterine  vessels,  it  is  impossible  to  injure  the 
ureters.  In  none  of  my  cases  was  there  injury  to  a  ureter  or 
subsequent  necrosis. 
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Results. — My  own  series  of  cases  with  one  death,  although' 
a  small  number,  is  the  only  series  I  can  find  where  the 
abdominal  operation  has  been  systematically  adopted.  The 
statistics  emanating  from  the  Continental  kliniks  relate  to- 
vaginal  hysterectomy  for  corporeal  cancer,  as  this  operation 
is  the  prevailing  fashion.  Moreover,  a  percentage  of  cures^ 
varying  from  53-3  to  100,  is  claimed  after  vaginal  hysterectomy. 

The  prognosis  is  undoubtedly  better  than  the  corresponding 
cervical  cancer,  but  a  cure  list  of  100  per  cent,  must  be  received 
with  scepticism.  It  is  only  possible  if  early  cases  are  treated. 
Advanced  corporeal  cancer  tends  to  spread  beyond  the  confines 
of  the  uterus,  and  if  removed  in  this  stage,  recurrence  in  the 
pelvis  or  in  the  lumbar  or  iliac  glands  develops. 

In  my  own  hst  one  patient  died  seven  days  after  operation 
with  symptoms  of  obstruction.  In  justice  to  myself  I  must 
state  that  I  did  not  carry  out  the  after-treatment,  and  was 
only  called  in  when  the  woman  was  in  extremis.  Of  the  others,, 
one,  aged  41  years,  died  suddenly  ten  months  after  operation,, 
of  some  cardiac  condition,  but  no  post  mortem  was  obtained. 
The  remainder  are  well,  and  free  from  recurrence. 

From  what  has  been  written  concerning  the  operative  treat- 
ment of  uterine  cancer,  it  is  manifest  that  the  results  will  only 
improve  when  the  disease  is  treated  in  its  early  stage.  It 
follows,  therefore,  that  the  great  aim  must  be  to  facilitate  by  all 
means  in  our  power  the  early  recognition  of  this  disease,  and 
the  early  resort  to  operative  treatment. 

In  this  country  the  Uterine  Cancer  Committee  of  the  British 
Medical  Association,  of  which  I  had  the  honour  to  act  as 
Chairman,  and  the  Central  Midwives  Board,  have  assisted  in 
the  promotion  of  earlier  recognition,  by  issuing  leaflets  to- 
midwives  and  nurses,  and  the  Cancer  Committee,  by  publishing 
in  the  leading  Medical  Journals  a  synopsis  of  the  signs  and 
symptoms  of  uterine  cancer,  in  order  to  call  the  attention  of 
practitioners  to  this  important  subject. 
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These  efforts  and  the  increased  interest  in  the  subject  of 
■cancer  have  ah'eady  borne  fruit,  for  undoubtedly  women  are  sent 
earUer  for  treatment,  and  practitioners  are  more  alive  to  the 
•serious  nature  of  uterine  haemorrhage  at  or  subsequent  to  the 
menopause.  As  this  knowledge  becomes  more  disseminated 
-amongst  medical  men  and  nurses,  it  is  to  be  hoped  that  an 
increasing  number  of  cancer  patients  will  be  sent  for  treatment 
whilst  the  disease  is  in  such  a  stage  that  it  may  be  successfully 
oombated  by  modern  surgical  methods. 


Vaginal  Clamp. 

This  clamp  has  been  made  for  me  by  Messrs  Krohne  & 
Sesemann. 

The  transverse  blades  are  of  sufficient  breadth  to  enclose 
the  vaginal  walls ;  each  is  grooved  in  the  centre  and  possesses 
a  serrated  margin.  The  blades  are  made  like  the  French  broad 
ligament  forceps  to  enable  them  to  grasp  tightly  a  considerable 


amount  of  tissue.  The  handles  are  set  at  an  angle  to  the 
transverse  blades,  which  allows  the  instrument  to  be  applied 
from  the  side  with  greater  ease.  (This  is  not  sufficiently 
indicated  in  the  figure.) 

The  advantages  which  may  be  claimed  for  this  instrument 
are : — 

(1)  It  is  easy  to  apply. 
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(2)  It  can  be  used  where  there  is  considerable  enlargement 

of  the  body  of  the  uterus,  as  it  is  applied  from  one 
side. 

(3)  It  holds  firmly. 

(4)  It  does  not  interfere  with  the  working  space  at  each 

side  of  the  vagina,  as  do  the  "Winternitz  clamps  used 
by  Wertheim  and  others. 
After  an  extensive  trial  of  this  instrument,  I  can  recommend 
it  with  confidence  to  those  who  practise  the  abdominal  radical 
operation. 

Parametrium  Forceps. 

As  the  parametrium  forceps  used  for  this  operation  are  so 

large  and  clumsy,  I  have  had  made  for  me  lighter  forceps  on 

the  Kocher  principle.     They  possess   the   toothed  extremity, 

and  the  blades  are  so  curved  that  a  series  can  be  applied  close 


to  the  pelvic  wall  on  each  side.  This  curve  also  facilitates  the 
subsequent  application  of  ligatures.  The  toothed  extremity 
and  the  serrated  blades  enable  a  firm  hold  to  be  obtained. 
These  forceps  will  be  found  easy  to  apply  and  to  manipulate, 
and  do  not  occupy  too  much  room  in  the  pelvis. 


The  President  thanked  Dr  M'Cann  in  the  name  of  the 
Society  for  his  interesting  paper  and  most  beautiful  illustra- 
tions, and  before  asking  the  members  to  speak,  intimated 
apologies  for  absence  from  Sir  J.  Halliday  Groom,  Dr  Berry 
Hart,  and  Dr  Haultain. 
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Dr  A.  H.  F.  Barhour  had  not  had  much  experience  of  the 
abdominal  operation,  but  was  very  much  interested  in  Dr 
M'Cann's  paper,  and  more  particularly  in  his  good  results. 
The  importance  of  tying  the  ovarian  arteries  was  obvious.  He 
was  surprised  to  see  the  frequency  of  cancer  of  the  body  of  the 
uterus  in  comparison  with  cancer  of  the  cervix  in  Dr  M'Cann's 
series  of  cases. 

Dr  Brctois  was  very  glad  he  had  been  able  to  be  present  to  hear 
Dr  M'Cann's  remarks  and  see  his  illustrations ;  it  was  certainly 
the  clearest  description  of  this  operation  he  had  heard  or  read. 
The  operation  was  described  as  Wertheim's  operation,  and  was 
commonly  called  Wertheim's,  but  he  did  not  think  Wertheim 
should  get  the  whole  credit  of  it,  because  the  only  thing  he  had 
really  done  was  to  introduce  special  vaginal  clamps.  Many 
others  had  worked  at  this  operation  before  Wertheim.  Until 
quite  recently  he  (Dr  Brewis)  had  considered  that  the  vaginal 
operation  gave  as  good  results  as  the  abdominal ;  at  any 
rate  he  felt  that  if  the  disease  was  not  confined  to  the 
uterus,  there  was  no  good  doing  any  other  operation,  and, 
under  these  circumstances,  the  vaginal  would  give  as  good 
results  as  Wertheim's  or  any  so-called  AYertheim's.  Now,  how- 
ever, he  was  a  convert  to  the  abdominal  operation.  The  most 
important  point  against  the  vaginal  operation  was  that  it  was 
impossible  to  tell  whether  the  case  was  inoperable  or  not  until 
one  commenced  the  removal.  It  was  very  common  to  feel  a 
fixed  hardness  in  the  side  or  back — although  hardness  did  not 
necessarily  mean  cancer — and  to  reject  such  cases.  By  opening 
the  abdomen  and  getting  inside,  it  was  possible  to  tell  whether 
a  case  was  operable  or  not,  and  no  doubt  a  great  many  of  those 
rejected  would  be  found  to  be  operable  cases.  He  could  not 
quite  persuade  himself  as  to  the  advantage  of  prolonging  the 
operation  in  an  attempt  to  remove  all  the  glands.  As  regards 
the  frequency  of  cancer  of  the  body  of  the  uterus,  he  agreed  with 
Dr   M'Cann.     In  his  (Dr  Brewis's)  experience,  cancer  of  the 
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body  was  almost  as  common  as  cancer  of  the  cervix,  and  almost 
as  virulently  malignant.  Over  and  over  again  he  had  been 
disappointed  with  his  operations  for  cancer  of  the  body  of  the 
uterus  on  account  of  the  frequency  with  which  the  disease 
recurred.  In  conclusion,  he  thanked  and  congratulated  Dr 
M'Cann,  whose  demonstration  had  at  once  shown  that  he  was 
a  master  of  the  subject.  He  thought  the  Society  might  con- 
gratulate themselves,  and  also  be  very  glad  that  a  man  of 
Dr  M'Cann's  ability  and  enthusiasm  was  trying  to  improve 
this  operation  for  the  removal  of  cancer. 

Professor  J.  A.  C.  Kynoch  wished  to  associate  himself  with 
the  previous  speakers  in  expressing  appreciation  of  Dr  M'Cann's 
paper ;  he  was  very  pleased  he  had  come  from  Dundee  to  hear  this 
excellent  demonstration.  His  (Prof.  Kynoch's)  interest  in  this 
operation  dated  from  a  visit  to  Vienna,  followed  at  a  more  recent 
date  by  visits  to  Breslau  and  Leipzig.  Most  of  them  must  agree 
that  the  ordinary  vaginal  hysterectomy  for  cancer  of  the  cervix 
in  the  cases  met  with  in  this  country  (he  emphasised  in  this 
country,  because  he  was  quite  convinced  that  in  Germany  they 
got  cases  in  a  much  earlier  stage  than  they  did  here)  was  not  an 
adequate  operation.  He  had  visited  a  German  klinik  for  a  fort- 
night or  three  weeks  at  a  time,  and  had  only  seen  early  cases. 
His  own  experience  of  vaginal  hysterectomy,  as  far  as  recurrence 
was  concerned,  was  very  discouraging.  He  thought  the  best 
operation  for  cancer  of  the  cervix  would  be  decided  by  the 
permanent  results  which  had  been  published.  With  regard 
to  Dr  M'Cann's  technique,  he  (Prof.  Kynoch)  thought 
the  preparatory  treatment  important;  it  did  not  seem  to 
prolong  the  operation  very  much.  Thorough  curetting 
followed  by  the  application  of  Paquelin's  cautery  and  packing 
of  the  vagina  was  most  important.  He  could  quite  appre- 
ciate Dr  M'Cann's  advice  as  to  separation  of  the  bladder. 
Scissors  was  the  best  method.  The  protection  of  the  abdominal 
wound   was    of    great    importance;    the   edges  of  the   wound 
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are  protected  by  rubber  tissue,  so  as  to  guard  against 
infection.  His  experience  of  this  operation  only  dated  back 
two  years.  He  hoped  Dr  M'Cann  would  be  able  to  publish 
•satisfactory  permanent  results  ;  certainly  his  immediate  results 
were  most  satisfactory.  He  had  no  experience  of  this  operation 
for  cancer  of  the  body  of  the  uterus ;  at  the  same  time  he  was 
■quite  prepared  to  say  that  where  the  uterus  was  much  enlarged 
it  should  be  most  satisfactory. 

Dr  TV.  FordycG  had  had  a  somewhat  limited  experience. 
For  the  last  two  or  three  years  ho  had  been  trying  to  do 
Wertheim's  operation.,  and  was  satisfied  at  the  time  he  was 
■doing  it,  but  when  he  came  to  see  others  doing  it  he  realised 
that  he  was  really  not  doing  it  at  all.  The  results  in  cancer  of 
the  uterus  always  seemed  to  be  somewhat  disappointing,  judged 
by  his  own  experience.  It  was  interesting  and  stimulating  to 
hear  Dr  M'Cann  give  his  results.  His  description  of  the  steps 
of  the  operation  was  exceedingly  clear,  but,  like  himself 
{Dr  Fordyce),  some  of  the  members  must  have  thought  there 
were  several  points  to  ask  about  as  he  went  on.  As  regards 
separation  of  the  bladder,  if  there  was  any  risk  of  tearing 
into  the  bladder  because  of  infiltration,  then  the  operation 
had  better  not  be  continued,  because  there  was  probably 
infection.  He  thought  a  very  good  plan  was  to  separate  the 
bladder  slightly  in  order  to  see  if  it  was  separable,  because 
separating  the  bladder  was  attended  with  such  severe 
haemorrhage  it  increased  the  risk  of  operation.  He  thought 
in  a  considerable  number  of  cases  in  thin  women  the  finding  of 
the  ureter  was  not  a  very  difficult  matter.  He  would  avail 
himself  of  Dr  M'Cann's  kind  invitation  and  go  and  see  him 
perform  this  operation. 

Mr  Scott  Carmicliad  was  deeply  impressed  with  the  demon- 
stration which  Dr  M'Cann  had  given.  Ever  since  he  (Mr  Scott 
Carmichael)  had  begun  operating,  it  had  seemed  to  him  that 
there  was  only  one  operation  which,  on  scientific  and  patho- 

E 
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logical  grounds  could  be  entertained  for  the  radical  cure  of 
cancer,  viz.,  the  abdominal  operation.  He  had  never  done  the 
vaginal  operation  as  a  radical  cure  for  cancer  of  the  cervix ;  he 
had  not  done  many  operations,  but  he  never  in  the  future 
intended  to  do  a  vaginal  hysterectomy  for  an  operable  case  of 
cervical  cancer.  He  thought  the  analogy  that  could  be  drawn 
between  the  uterus  and  the  breast  very  important ;  one  felt  one 
must  treat  the  uterus  in  the  same  way  as  the  breast.  On 
reading  Dr  M'Cann's  epitome  of  his  most  instructive  and 
interesting  paper,  more  particularly  on  looking  at  his  results 
from  the  point  of  view  of  mortality,  he  felt  a  little  sceptical. 
Wertheim,  in  his  recently  published  results,  got,  in  100  cases,, 
a  mortality  of  15  per  cent.,  while  Dr  M'Cann,  in  41  cases,  got 
2  per  cent.  He  had  been  extremely  interested  in  following  the 
different  steps  in  Dr  M'Cann's  technique,  and  could  now  quite 
understand  his  excellent  results.  From  his  own  experience  of 
the  operation,  he  agreed  with  Dr  M'Cann  as  to  the  importance 
of  the  separation  of  the  bladder,  but  he  did  not  use  gauze ;  he 
would  go  a  step  further  and  ask  Dr  M'Cann,  instead  of  using 
ordinary  scissors  for  separating  the  bladder,  to  use  a  sharp 
bistoury.  In  pelvic  operations  he  was  convinced  it  was 
necessary  to  do  anatomical  dissection  as  far  as  possible.  He 
agreed  as  to  not  ligaturing  en  masse ;  some  gynaecologists  were 
inclined  to  pick  up  great  masses  of  tissue;  very  much  better 
results  were  obtained  by  taking  up  or  dissecting  out  the  vessels 
and  ligaturing  them  separately.  Dr  M'Cann's  explanation  of 
his  method  of  separating  the  bladder  and  tracing  up  the  ureters 
was  most  interesting.  Personally  he  (Mr  Scott  Carmichael) 
had  not  found  any  difficulty  in  finding  the  ureters  in  perform- 
ing Wertheim's  operation.  He  thought  it  would  1)e  a  great 
advantage  to  open  up  the  large  space  recommended  by  Dr 
M'Cann,  and  in  his  next  case  he  would  try  it.  He  had  had 
two  advanced  cases  in  which  he  had  purposely  divided  the 
ureter.     Curiously,  he  had  decided  that  should  a  case  of  that 
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kind  occur  in  the  future  he  would  perform  the  operation  to 
which  Dr  M'Cann  referred  to  as  having  been  adopted  by  Mr 
Harold  Stiles ;  he  was  perfectly  convinced  it  was  most  valuable. 

He  could  not  agree  with  Dr  Brewis ;  he  (Mr  Scott 
Carmichael)  could  not  believe  that  there  was  no  need  to  clear 
out  the  glands ;  one  could  not  feel  one  was  doing  a  complete 
operation  without  doing  so.  Wertheim,  from  his  large  experience, 
stated  that  when  the  glands  were  obviously  enlarged  one  had  to 
look  forward  almost  certainly  to  recurrence;  he  (Mr  Scott 
Carmichael)  would  say  even  where  the  glands  were  not  enlarged, 
as  in  cases  of  cancer  of  the  breast,  it  was  certainly  the  duty  of 
the  surgeon  to  remove  them.  In  the  same  way,  if  glands  not 
obviously  enlarged  in  cancer  of  the  uterus  were  removed,  that 
operation  would  be  more  satisfactory, 

Dr  Brewis  asked  if  he  meant  entire  removal  of  the  glands. 

Mr  Scott  Carmichael  said  one  should  remove  as  many  as 
possible.  The  question  of  curetting  was  also  interesting.  He 
had  not  had  a  great  experience,  but  had  been  in  the  habit  of 
following  out  the  technique  he  had  learned  in  Germany,  viz., 
curetting  and  cauterising;  he  plugged  the  cervix  with  gauze  for 
four  or  five  days  before  the  operation,  but  was  not  satisfied  from 
his  results  that  that  was  the  best  way ;  in  the  future,  especially 
after  hearing  Dr  M'Cann,  he  would  use  clamj)S  as  far  as 
possible.  He  believed  that  Wertheim,  in  his  last  100  cases, 
had  also  come  to  that  conclusion.  Sloughing  of  the  abdominal 
wound  he  had  no  experience  of.  He  had  performed  operations, 
on  6  cases,  the  causes  of  death  in  which  were,  2  from 
generalised  peritonitis,  1  from  pulmonary  apoplexy  three  weeks 
after  the  operation;  and  the  others  were  early  cases,  one  of 
which  died  of  cystitis.  His  results  were  not  very  satisfactory, 
but  two  of  the  cases  were  very  advanced — cases  he  would  not 
touch  in  the  future.  He  had  learned  a  great  deal  from 
Dr  M'Cann's  paper,  and  would  adopt  a  considerable  number 
of  his  suggestions. 
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The  President  {Dr  Haig  Ferguson)  said  Dr  M'Cann  had 
shown  that  the  mortality  of  abdominal  hysterectomy  could 
be  brought  down  practically  to  the  same  level  as  that  of 
vaginal  hysterectomy.  The  question  of  the  removal  of  the 
glands  Dr  Brewis  had  touched  upon.  It  was  absolutely 
impossible,  of  course,  to  remove  all  the  glands  from  the  pelvis 
and  abdomen — it  could  not  be  done  in  a  living  woman. 
Even  if  one  could  remove  two-thirds  of  the  glands,  still  sufficient 
were  left  for  future  infection.  It  was  now  known  that  it  was 
only  in  one-third  of  the  cases  of  cancer  of  the  cervix  the  glands 
were  involved  at  all ;  these  were  chiefly  advanced  cases  which  were 
inoperable,  and  the  glands  were  found  post  mortem.  In  his  (the 
President's)  experience  recurrence  took  place  not  so  much  in 
the  glands  but  in  the  scar ;  that  was  the  very  great  advantage 
of  the  abdominal  operation,  for  in  it  one  could  isolate  the 
infective  mass  and  prevent  recurrence.  That  was  a  great 
advance.  Dr  Brewis  had  mentioned  that  in  abdominal  section 
one  could  operate  on  cases  which  might  have  been  rejected  by 
vaginal  operation.  The  question  of  removal  of  the  glands  was, 
he  thought,  what  had  brought  the  operation  into  considerable 
disfavour,  because  the  attempted  removal  of  glands  which  it 
was  impossible  to  remove  made  the  operation  a  much  more 
complicated  one,  and  sometimes  led  to  very  serious  conse- 
quences. Again,  in  the  name  of  the  Society,  he  thanked 
Dr  M'Cann,  and  called  upon  him  to  reply. 

Dr  M'Cann  said  it  was  a  little  embarrassing  to  reply  after 
the  very  kind  way  in  which  the  President  and  many  of  the 
Fellows  had  spoken  of  him.  It  was  a  great  pleasure  for  him 
to  come  to  Edinburgh  again  and  go  into  the  wards  of  the 
Infirmary,  where  he  had  not  been  for  twenty-three  years.  As 
Dr  Brewis  had  said,  this  method  enabled  one  to  perform 
a  more  extensive  operation.  As  regards  Wertheim's  claims, 
even  the  clamp  was  not  his  own ;  the  idea  of  enclosing  the 
bag  of  the  vagina  was  not  his  own,  it  was  done  long  before  his 
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time.  This  operation  was  known  as  '•' Wertheim's,"  and  his 
claim  to  it  was  that  he  had  persistently  advocated  this 
operation  and  put  upon  record  the  largest  number  of  carefully 
tabulated  cases.  He  (Dr  M'Cann)  had  been  in  the  habit  of 
going  to  different  kliniks — he  went  to  one  every  year  if 
he  could ;  but  he  was  very  sceptical  about  cancer  statistics. 
Entire  removal  of  the  glands  was  not  possible,  but  as  thorough 
a  removal  as  possible  was  of  great  advantage  in  improving  the 
after  results.  Wertheim  was  doing  this  much  more  thoroughly 
now,  and  in  his  second  series  of  cases  his  results  were  better. 
An  interesting  point,  as  the  President  mentioned,  was  that  in 
the  abdominal  operation  the  recurrence  was  in  the  glands, 
whereas  in  the  vaginal  operation  it  was  in  the  scar.  Dr  Barbour 
mentioned  the  greater  frequency  of  cancer  of  the  body  to  that 
of  the  cervix ;  Dr  M'Cann's  experience  was  quite  exceptional. 
Professor  Kynoch  had  emphasised  a  point  to  which  he  (Dr 
M'Cann)  had  intended  to  refer,  viz.,  that  in  this  country  the 
cases  were  seen  at  a  much  later  stage.  When  in  Vienna  he,  of 
course,  wanted  to  see  Wertheim  do  a  difficult  case,  but  his  cases 
were  all  early — the  uterus  came  up  most  beautifully ;  he  was 
anxious  to  see  difficult  cases.  Undoubtedly,  owing  to  his 
name  and  reputation,  Wertheim  was  getting  cases  sent  to 
him  in  an  early  stage;  some  of  them  were  so  early  he 
did  not  require  to  scrape,  but  simply  to  cauterise  them.  In 
his  paper  he  had  referred  to  infection  of  the  vaginal  scar, 
which  was  one  of  the  objections  to  the  vaginal  operation. 
With  regard  to  what  his  friend  and  old  fellow-student,  Dr 
Fordyce,  said  about  separation  of  the  bladder,  the  complete 
separation  could  not  be  done  until  after  the  ureters  had  been 
separated.  AVertheim  had  stated  with  regard  to  infiltration  of 
the  bladder  that  in  several  of  his  cases,  which  had  not  recurred 
after  five  years,  the  bladder  was  apparently  involved  and  great 
difficulty  was  experienced  in  separating  it.  It  would  hardly  be 
fair  to  stop  an  operation  on  that  account.    Everyone  knew  that 
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if  one  stroke  the  ureter  one  saw  peristaltic  movements.     Dr 
Fordyce  said  that  in  thin  women  the  ureter  was  easily  found. 
He  thought  if  Dr  Fordyce  would  give  the  long  incision  a  trial 
he  would  adopt  it.     It  was  unnecessary  for  him  to  say  that 
he  would  be  most  pleased  to  see  any  of  the  Fellows  at  the 
hospital ;  it  would  give  him  great  pleasure.     He  had  performed 
before   very  keen  critics — a   week  ago  Professor  Watson   of 
Adelaide,  an  able  anatomist,  watched  him  and  was  completely 
captured    by  the   long  incision ;   it  was,  he  said,  the  clearest 
method  he  had   ever  seen.     With  regard  to  what   Mr  Scott 
Carmichael  said,  he  (Dr  M'Cann)  was  always  anxious  to  learn 
from  anybody,  but  he  did  not  think  that  the  sharp  bistoury 
would  be  such  a  good  thing,  for  the  reason  that  it  would  cause 
some  bleeding — but  he  would  try  it.     There  could  be  a  good 
deal  of  bleeding  at  the  initial  separation  of  the  bladder.     Where 
there  was  difficulty  in  separating  the  centre,  it  was  better  to  begin 
at  the  sides  and  then  work  inwards.    His  objection  to  curretting 
some  days  before  was  that  it  was  always  followed  by  subsequent 
inflammation,  which  made  the  operation  difficult.     It  was  quite 
unnecessary  and  was  really  a  confession  of  failure  in  one's  faith 
in  the  clamps  and  other  details.     He  was  glad   that  he  had 
convinced  i\Ir  Scott  Carmichael  that  if  Wertheim  improved  his 
technique  his   results   would  be  even    better.     There  was  no 
English  translation  which  really  represented  Wertheim's  ideas  ; 
he  (Di  M'Cann)  wrote  down  exactly  what  he  did,  for  Wertheim 
did  not  describe  his  own  operation  as  well   as  he  might  in 
his  book.     The  selection  of  cases  was  most  important.     If  this 
operation  was  to  have  the  future  which  it  deserved  it  would 
depend  on  careful  selection ;  otherwise  if  every  case  was  sub- 
mitted to  operation  discredit  and  disfavour  would  be  brought  on 
it.    He  did  not  come  before  this  Society  for  the  purpose  of  giving 
his  results,  they  were  not  of  value  as  regards  recurrence ;  his 
object  was  to  refer  to  the  technique,  and  especially  to  hsemostasis. 
What  was  not  infrequently  done  in  this  operation  was  that  the 


BY   DR   F.   J.    M'CANN.  71 

bladder  was  opened,  the  ureter  cut  and  the  bowel  opened,  with 
the  result  that  the  patient  died — due  to  bungling.  If  the 
hsemostasis  was  accurate,  the  patients  bore  the  operation  very- 
well,  and  convalescence  was  remarkably  rapid.  With  regard  to 
the  vaginal  operation,  results  could  be  given  of  patients  alive 
after  ten  years,  but  that  did  not  convert  him ;  these  patients 
would  be  safer  after  the  abdominal  operation,  because  a  much 
wider  removal  of  the  tissue  was  possible,  and  the  fact  that  after 
the  abdominal  operation  recurrence  took  place  in  the  glands 
and  not  in  the  scar  was  a  strong  point  in  its  favour;  if  the 
glands  were  more  completely  extirpated  the  results  would  be 
still  better. 
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Meeting  III.— Jakuaey  10,  1912. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  Dr  F.  W.  N.  Haultain  showed — (a)  ceevical  FiBROm, 
growing  from  the  supravaginal  portion  of  the  cervix  anteriorly. 
The  character  of  the  tumour  was  extremely  interesting.  In 
the  first  place,  there  seemed  to  be  an  ordinary  fibroid  and  at 
the  end  of  it  an  extraordinary  cystic  portion  of  a  peculiar 
purple  colour ;  another  part  was  also  purple,  but  less  so  than 
the  cystic  portion.  The  case  interested  him  because  of  the 
fact  that  the  tumour  was  growing  from  the  supravaginal  cervix, 
its  unusual  character,  and  the  fact  that  the  patient  had  very 
few  symptoms — only  some  slight  trouble  with  the  bladder, 
which  was  explained  by  the  position  of  the  tumour,  which 
pushed  the  bladder  down.  Operation  was  performed  on 
account  of  the  rapid  growth  of  the  tumour,  probably  due 
to  the  effusion  of  blood  into  the  cyst.  A  certain  amount  of 
cervix  could  be  felt  in  the  vagina.  Tlie  patient  was  33  years 
of  age,  and  menstruation  was  regular.  The  specimen  had  not 
been  cut  into,  it  had  only  been  removed  that  day,  and  he  was 
anxious  to  show  it  in  its  fresh  state. 

(5)  A  SKIAGRAM  OF  THE  PELVIS  OF  A  WOMAN  WHO  HAD  MET 
WITH   A   HUNTING   ACCIDENT  ABOUT   SEVEN   YEARS   PREVIOUSLY. — 

The  pelvis  was  terribly  crushed.  The  patient  had  married, 
and  was  anxious  to  know  if  there  would  be  difficulty  in  her 
having  a  healthy  full-time  child.  The  whole  of  the  right 
side  of  the  pelvis  is  seen  to  be  pushed  in,  the  symphysis 
thrown  over  and  the  pelvis  flattened. 

II.  Dr  N.  T.  Brewis  showed — (a)  A  large  myojia,  situated 
between  the  layers  of  the  broad  ligament,  which  had  lifted 
up  the  uterus  and  pushed  it  over  to  one  side. 

(b)  Two  EXAMPLES  (a  specimen  and  photographs)  OF  sarcoma 


EXHIBITION   OF   SPECIiMEXS.  73 

OF  THE  UTERUS. — The  photograph  showed  the  uterus,  ovaries 
and  appendages  at  the  time  of  operation,  and  the  drawing  the 
uterus  laid  open.  A  iv.-para,  set.  39,  whose  youngest  child 
was  4  years  of  age,  came  under  Dr  Brewis'  care  in  the  beginning 
of  last  month  (December  1911),  suffering  from  hsemorrhage 
of  four  months'  duration.  On  examination  the  cervix  was 
found  to  be  unduly  dilated  and  the  whole  uterine  cavity 
greatly  distended  by  a  mass  of  soft,  friable,  foul-smelling 
tissue.  The  tumour  was  removed  and  microscopical  examina- 
tion showed  a  rapidly  growing  sarcoma.  The  uterus  had 
been  curetted  three  times  previously  but  had  always  filled 
up  rapidly.  Some  years  ago  he  had  reported  a  case  of  sarcoma 
of  the  uterus  to  the  Society  in  which  the  symptoms  were 
identical.  In  that  case  the  uterus  was  removed  by  vaginal 
hysterectomy  ;  in  this  one  by  abdominal  hysterectomy,  because 
the  vagina  was  not,  he  considered,  in  a  satisfactory  condition, 
there  being  a  great  deal  of  foul-smelling  discharge.  The  whole 
uterus,  the  whole  cervix,  and  part  of  the  vaginal  wall  were 
removed. 

((■)  Adeno-carcinoma,  removed  from  a  patient  fifteen  or 
sixteen  years  after  the  removal  of  a  papillomatous  tumour. 
The  interest  of  the  case  was  that  it  followed  a  papillomatous 
tumour.  At  the  operation  there  was  no  evidence  of  papilloma. 
The  uterus  at  the  time  of  the  first  operation  was  quite  small. 
On  opening  the  abdomen  a  fibroid  tumour  was  found,  and  some 
soft  friable  tissue  which  microscopical  examination  proved  to 
be  adeno-carcinoma. 

(d)  Ovarian  tumour,  removed  from  the  labium  majus. 
The  specimen  had  not  very  much  appearance  but  was  very 
interesting.  At  the  time  of  removal  the  tumour  was  about 
the  size  of  a  tennis  ball.  A  primipara,  set.  38,  who  shortly 
after  the  birth  of  her  child,  sixteen  years  ago,  engaged  in 
flitting  was  lifting  a  heavy  article  of  furniture  when  a  lump 
came   down  in  her  groin.     The  swelling  gave  her  no  trouble 
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for  years;  it  remained  small,  and  eventually  slipped  back 
into  the  peritoneal  cavity.  During  the  last  year  it  began  to 
increase.  The  hernial  sac  was  formed  of  peritoneum  and 
enclosed  the  ovary ;  it  was  attached  behind  by  what  was  found 
to  be  a  large  piece  of  ovary. 

(c)   EUPTURED  TUBAL  PREGNANCY  WITH  STEANGULATIOX  OF 

AN  OVARIAN  PEDICLE. — The  patient  exhibited  the  symptoms 
of  both  conditions,  and  at  the  operation  both  were  found.  The 
left  ovary  was  enlarged  and  the  tumour  was  the  size  of  a 
foetal  head.  The  pedicle  was  long  and  had  become  strangulated. 
The  sac  was  so  firmly  attached  to  the  large  portion  of  the 
uterus  that  it  was  thought  safer  to  remove  the  uterus,  more 
especially  as  both  ovaries  were  being  removed  at  the  same 
time. 

(Dr   Breiuis   here    took   the    Chair   aiid    called   upon   the 
President  to  read  his  paper.) 


III.  CASE  OF  PYOSALPINX  SUCCESSFULLY  REMOVED  BY 
ABDOMINAL  SECTION  DURING  THE  PUERPERIUM. 

By  .James  Haig  Ferguson,  M.D.,  F.R.C.P.,  F.R.C.S.,  F.R.S.E., 
Lecturer  in  Midwifery  and  GynEecology,  School  of  Medicine  of 
the  Royal  Colleges,  Edinburgh. 

I  VENTURE  this  evening  shortly  to  record  the  following  case  of 
pyosalpinx  complicating  the  puerperium,  not  on  account  of  its 
rarity  (for  reference  to  literature  shows  many  similar  cases), 
but  mainly  because  I  believe  that  one  cannot  have  too  many 
such  cases  on  record,  for  they  help  to  focus  attention  on  a 
condition  of  matters  manifestly  often  difficult  to  diagnose,  and 
liable  to  be  slumped  into  the  common  and  general  category  of 
cellulitis.  When  once  entered  under  such  a  classification,  the 
course  of  waiting-for-developments  is  apt  to  be  entered  upon : 
either  waiting  for  resolution  (often  with  subsequent  adhesions 
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and  fixation)  or  for  the  formation  of  a  pelvic  abscess  with  all 
its  possible  difficulties  and  dangerous  sequels.  Not  a  few 
cases  of  puerperal  pelvic  inflammation  are  perhaps  to  some 
extent  analogous  to  what  used  to  be  called  typhilitis  and 
perityphilitis  (terms  nearly  obsolete),  and  now  known  to  be 
generally  the  result  of  appendicular  disease.  I  do  not,  of 
course,  go  the  length  of  asserting  that  even  most  of  the  cases 
of  puerperal  cellulitis  may  be  secondary  to  tubal  mischief. 
One  knows  that  cervical  lacerations  are  responsible  for  a  large 
number  of  such  cases.  But  I  am  inclined  to  think  that  where 
tenderness  and  swelling  seem  to  start  high  up  in  the  pelvis  the 
tubes  are  not  infrequently  at  fault.  This,  of  course,  can  only 
be  proved  by  a  long  series  of  cases  of  abdominal  section  in  the 
puerperium,  which  it  will  take  long  experience  to  accumulate, 
as  it  is  not  often,  fortunately,  that  such  interference  is  indicated, 
on  account  of  urgency  of  symptoms.  It  is,  therefore,  of  value, 
as  I  have  said,  to  have  records  of  such  cases  as  do  present 
themselves,  so  that  one  may  have  as  many  data  as  possible  to 
go  upon,  and  some  reasonable  grounds  for  deciding  when  to 
interfere.  For,  as  it  is  easy  to  understand,  if  abdominal  section 
is  to  be  done  in  such  cases  it  must  be  done  early,  if  it  is  to 
have  the  best  results. 

The  late  Dr  Milne  Murray,  while  President  of  this  Society, 
recorded  one  of  the  earliest  cases  of  pyosalpinx  removed  during 
the  puerperium,  and  I  would  refer  you  to  his  very  interesting 
and  instructive  account  of  it  in  our  Transactions,  vol.  xxv., 
p.  38.  The  literature  of  the  subject  has  grown  considerably 
since  then,  not,  I  would  submit,  because  tubal  infection  has 
grown  more  common,  but  because  it  is  now  more  frequently 
and  accurately  diagnosed  as  being  a  factor,  and  an  important 
factor,  in  the  aetiology  of  some  varieties  of  puerperal  pelvic 
inflammation.  Some  of  you  may  perhaps  remember  that  in 
1906  I  recorded  a  case  before  this  Society,  where  I  successfully 
removed  a  puerperal  uterus  for  multiple  abscesses  in  its  walls 
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associated  with  acute  salpingitis,  where  I  had  diagnosed 
probable  pyosalpinx  before  operation,  and  opened  the  abdomen 
expecting  to  find  a  pus  tube. 

I  do  not  doubt  that  many  cases  of  tubal  infection  in  th& 
puerperium  recover  without  operation,  as  they  undoubtedly 
may  do  in  non-puerperal  circumstances,  and  may  even  make- 
perfect  recoveries.  I  merely  contend  here  that  in  the  severe 
cases  the  patients'  chances  of  recovery  and  ultimate  restoration 
to  health  are  greatly  increased  by  timely  operation  in  suitable 
cases.     The  question  is  which  are  the  suitable  cases. 

There  are  two  kinds  of  cases  which  present  themselves : — 

(1)  Those  originating  before  labour  and  becoming  exacerbated 

in  the  puerperium,  as   in   Milne  Murray's   and   the 
present  case. 

(2)  Those   commencing  in   the   puerperium  de  novo,  from 

direct  infection. 

The  first  class  of  cases  is,  in  my  experience,  undoubtedly 
the  most  amenable  to  operative  interference,  for  in  them  the 
condition  is  more  local.  The  second  class  of  cases  is  generally 
a  complication  of,  or  it  may  be  a  mere  incident  in  a  more 
general  infection.  In  the  cases  originating  before  labour  and 
becoming  exacerbated  in  the  puerperium,  there  need  not 
necessarily  be  any  associated  purely  puerperal  complication 
to  begin  with,  though  later  on  the  tubal  condition  may  lead 
to  secondary  peritonitis  or  cellulitis.  In  the  second  class  of 
cases  there  is  undoubted  evidence  of  puerperal  infection,  often 
general,  and  it  may  be  difficult  in  them  to  determine  whether 
the  tube  is  primarily  affected  or  even  in  some  cases  affected 
at  all. 

A  practical  guide,  which  I  have  found  useful,  is  the  height 
of  the  swelling  in  the  broad  ligament,  and  its  mobility  as 
determined  by  bimanual  examination.  The  higher  it  is  and 
the  more  movable  it  is  the  more  likely  is  it  to  be  tubal  or 
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mainly  tubal.  If  it  is  high  to  begin  with,  even  though 
subsequent  cellulitis  develops  in  the  lower  part  of  the  broad 
ligament,  it  has  probably  been  tubal  in  its  origin.  It  is 
necessary,  therefore,  to  see  these  cases  early  to  establish 
anything  like  a  certain  diagnosis. 

If  the  swelling  begins  in  the  base  of  the  broad  ligament  and 
•extends  upwards  and  outwards  from  there,  it  is  probably  the 
result  of  infection  from  a  cervical  tear  and  not  tubal  in  its 
source. 

Of  course,  when  tubal  inflammation  is  recognised  or  sus- 
pected during  pregnancy,  and  verified  by  a  careful  bimanual 
■examination  iinmediately  fo&t-'partum,  the  conditions  are  very 
-apparent.  The  only  thing  (apart  from  appendicitis,  when  on 
the  right  side)  likely  to  be  mistaken  for  it,  would  be  the 
bruising  or  twisting  of  a  small  ovarian  cyst  —  a  condition  I 
have  seen  on  one  occasion.  In  such  cases  the  indications  for 
operative  interference  are  pretty  clear,  and  the  only  question 
is  when  to  step  in.  Well,  of  course,  that  will  depend  a  good 
deal  on  the  urgency  of  the  symptoms,  on  the  rapidity  with 
which  the  surrounding  parts  become  involved  in  inflammatory 
mischief,  or  on  the  supervention  of  symptoms  of  general 
infection  resulting  from  a  possible  burst  or  leaking  pyosalpinx. 
It  is  better  to  avoid  operating  during  acute  symptoms  if 
it  can  be  avoided.  Assuming  there  is  pus  in  the  tube,  my 
experience  would  not  lead  me  to  wait  indcfinxtely  in  the  hope 
of  the  pus  becoming  sterile  in  a  puerperal  case.  My  practice 
is  to  wait,  if  possible,  as  I  did  in  this  case,  till  the  more  acute 
symptoms  have  abated,  and  then  operate,  if  the  physical  signs 
and  symptoms  still  call  for  interference.  The  physical  signs 
being  the  recognition  of  the  swelling  to  one  or  other  side  of  the 
uterus,  and  the  distinct  localised  tenderness  which  is  evinced 
on  palpation  bimanually. 

In  acute  cases  one  can  sometimes  watch  the  gradual  fixation 
which  occurs,  owing  to    the    surrounding  localised   peritonitis 
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and  cellulitis  which  take  place  secondarily.  If  the  case  is 
only  seen  for  the  first  time  after  this  fixation  has  taken  place 
it  is  difficult  from  physical  signs  alone  to  tell  how  it  began. 

I  have  not  found  in  these  cases  that  a  blood  examination 
gives  great  assistance,  unless  the  leucocyte  count  rises  very 
rapidly.  The  leucocytosis  present  to  a  varying  extent  normally 
in  the  early  puerperium  has  always  to  be  remembered. 

The  following  is  the  record  of  the  case : — 

M.  C,  let.  28.  Admitted  to  the  Eoyal  Maternity  Hospital 
on  29th  October  1911,  during  Sir  Halliday  Groom's  service. 

History. — One  previous  labour  two  years  ago ;  labour  easy ; 
good  recovery  ;  no  miscarriages. 

Previous  health — good.  She  has  never  had  a  serious  illness 
of  any  description. 

There  is  no  history  pointing  to  a  gonorrhoeal  infection  at 
any  time.  Patient  menstruated  last  in  the  beginning  of 
February  1911.  She  had  morning  sickness  in  April,  lasting 
for  about  a  month.     The  quickening  was  first  noticed  in  July. 

In  the  beginning  of  July  1911  (about  the  5th  month  of 
gestation)  she  began  to  experience  a  dull  aching  pain  on  the 
left  side,  coming  on  at  irregular  intervals  of  a  day  or  two, 
and  continuing  for  some  hours.  It  was  not  severe  at  first, 
but  towards  the  end  of  August  it  increased  in  severity  and 
came  on  at  more  frequent  intervals.  For  three  weeks  before 
delivery  the  pain  was  almost  constant,  but  was  not  so  severe 
as  before.  Ten  days  before  delivery  patient  sustained  a  fall 
in  the  sitting  posture.  She  immediately  afterwards  began  to 
complain  of  pain  in  the  perinseum,  which  was  aggravated 
during  defoecation.  Four  days  before  delivery  she  came  to 
Hospital  to  seek  advice  about  this  perineal  pain.  Pressure 
over  the  coccyx  caused  severe  pain,  but  nothing  otherwise 
abnormal  could  be  felt. 

The  cervix  admitted  one  finger.  No  extra-uterine  swelling 
could  be  detected,  and  there  was  no  tenderness  in  the 
fornices. 

Laloitr.  —  Patient    was    admitted    to    Hospital    on    29th 
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October,  in  labour.  Delivery  was  easy;  the  whole  labour 
lasting  12^-  hours.  The  child  (a  male)  was  manifestly  pre- 
mature and  weighed  4  lbs.  7  ozs. ;  length  19  inches  (full  time 
would  probably  have  been  about  the  middle  of  November). 

Pacrperium. — The  patient  was  quite  comfortable  after 
delivery,  and  complained  of  no  pain.  Temperature  97 '  F. 
pulse  80. 

On  the  third  day  post-partum  the  temperature  registered 
101°  F.,  and  pulse  100.  The  breasts  were  full  and  tender, 
which  seemed  to  account  for  the  j)yrexia.  There  was  no 
abdominal  paAn  or  tenderness. 

On  the  fourth  day  the  breasts  were  better  and  the  tempera- 
ture came  down.  Lochia  quite  normal,  as  also  involution  of 
uterus. 

On  the  fifth  day  both  pulse  and  temperature  were  about 
100,  and  there  was  vague  pelvic  discomfort  on  the  left  side. 

On  the  sixth  day  (4th  November),  about  11  a.m.,  the  patient 
began  to  complain  of  severe  pain  over  the  left  iliac  fossa.  At 
2,  P.M.  the  temperature  was  102,  and  there  was  marked  tender- 
ness in  the  left  iliac  region.  On  vaginal  examination  the  uterus 
was  found  quite  movable  and  not  tender  on  pressure.  Nothing 
was  to  be  felt  in  the  posterior  or  right  lateral  fornices,  but  on 
bimanual  examination  a  soft,  round,  exquisitely  tender  swelling, 
about  the  size  of  a  small  plum,  was  made  out  in  the  left 
lateral  fornix,  movable  apart  from  the  uterus. 

An  ice-bag  was  applied  over  the  left  iliac  fossa.  This 
relieved  the  pain,  and  the  patient  fell  asleep. 

On  the  seventh  day  the  temperature  kept  about  101°  F., 
pulse  a  little  over  100.  The  pain  was  very  severe  at  intervals 
during  the  day,  passing  off  almost  completely  at  times.  Towards 
evening  the  patient  felt  chilly  at  intervals,  but  had  no  definite 
rigor.  The  ice-bag  was  re-applied  when  the  pain  became 
severe. 

On  the  eighth  day  (6th  November  1911)  the  temperature 
fluctuated  between  100°  F.  and  101-2°  F,  pulse  about  104; 
patient  more  comfortable ;  pain  not  so  severe ;  bowels  moved 
once. 

On    the    ninth    day    (7th    November     1911)    pulse    and 
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temperature  kept  the  same.  The  pain  over  the  left  iliac 
fossa  was  very  severe.  She  was  sent  into  the  Eoyal  Infirmary 
in  the  afternoon. 

On  admission  to  the  Eoyal  Infirmary  the  temperature  rose 
to  103°  F.,  but  subsided  a  little  on  the  following  day.  It 
continued  to  swing  for  some  days,  and  the  severe  pain 
continued  with  intermissions  relieved  by  ice-bags  and  absolute 
rest ;  aggravated  on  the  least  movement. 

The  pelvic  swelling  was  observed  to  have  become  more 
diffuse  after  admission  to  the  Infirmary,  and  vaginal  examina- 
tion revealed  some  thickening  and  fixation  of  the  surrounding 
parts,  rendering  the  rounded  swelling,  originally  so  definite 
and  distinct,  a  little  less  obvious.  The  uterus  had  also  become 
somewhat  fixed. 

Diagnosis. — Probable  pyosalpinx,  setting  up  some  local 
surrounding  inflammatory  mischief. 

After  waiting  for  the  subsidence  of  the  more  acute  symptoms 
I  operated  on  15th  November  1911.  On  opening  the  abdomen 
considerable  adhesion  of  omentum,  etc.,  was  found  in  the  pelvis. 
The  left  Fallopian  tube  was  distended  to  the  size  of  the  thumb, 
somewhat  retort-shaped,  convoluted,  and  the  abdominal  end 
recurved.  Fairly  dense  adhesions  bound  it  down  to  the 
posterior  layer  of  the  broad  ligament  and  the  ovary,  which 
latter  was  included  in  the  bend  of  the  tube. 

During  the  process  of  separation  of  adhesions  the  tubal 
swelling  gave  way  and  some  thick  yellow  pus  escaped.  The 
surrounding  parts  were,  however,  well  protected  by  gauze 
packs,  and  the  patient  was  kept  absolutely  horizontal.  The 
tube  and  ovary  were  quickly  clamped  off  and  removed,  the 
vessels  afterwards  being  secured  with  ligatures  in  the  usual  way. 

Owing  to  the  escape  of  pus  and  the  presence  of  a  considerable 
raw  and  oozing  area,  corresponding  to  the  part  from  where 
the  tube  had  been  enucleated,  I  decided  to  drain  through 
the  vagina.  I  accordingly  opened  the  posterior  fornix  vaginae 
with  the  vaginal  perforator,  drew  the  end  of  a  roll  of  iodoform 
gauze  (about  a  yard  long)  well  into  the  vagina,  so  that  its 
end  projected  from  the  vulva.  I  then  lightly  packed  the  raw 
cavity  in  the  pelvis  with  the  rest  of  the  gauze. 
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The  abdominal  wound  was  completely  closed  in  the  ordin- 
iiry  way.  As,  owing  to  the  presence  of  the  gauze  drain, 
one  could  not  leave  any  saline  in  the  abdomen,  saline  was 
administered  per  rectum  at  intervals  of  four  hours  for  the 
first  two  days. 

It  was  interesting  to  note,  during  the  operation,  the 
condition  of  the  uterus  in  regard  to  its  involution.  The 
-operation  was  done  on  the  seventeenth  day  post-partum,  and 
-vve  were  all  struck,  including  Sir  Halliday  Croom  (who  was 
kindly  present),  with  its  comparatively  small  size — it  did  not 
«eem  any  larger  than  a  uterus  of  one  month's  gestation,  and 
it  lay  well  within  the  cavity  of  the  pelvis. 

The  patient's  convalescence  has  been  interrupted  by  some 
infection  of  the  wound,  owing  no  doubt  to  the  contamination 
■of  the  pus.     She  is,  however,  making  a  satisfactory  recovery. 

The  pathologist's  report  of  the  pus  in  the  tube  and  of  the 
tube  itself  is  as  follows : — 

"  The  tube  is  markedly  thickened  and  convoluted,  especially 
in  its  outer  part,  where  it  is  expanded  to  about  the  thickness 
of  the  thumb.  The  abdominal  opening  is  sealed.  The  purulent 
contents  were  found  to  yield  a  mixed  culture  of  streptococcus 
^pyogenes,  and  staphylococcus  pyogenes  aureus.  On  microscopic 
■examination  the  tubal  walls  are  found  to  be  markedly 
■cedematous.  There  is  a  widespread  expansion  of  the  vessels. 
The  tubal  folds  are  thickened  and  cedematous  and  have  lost 
their  epithelial  covering  in  parts."  Dr  Shennan,  the  pathologist, 
states  that  two  sections  of  the  tube  which  were  examined 
exhibited  a  "  marked  chronic  inflammation."  On  the  peritoneal 
surface  there  is  the  formation  of  "  vascular  granulation  tissue." 

One  is  struck  with  the  phenomenon  in  this  case  (common 
to  many  such  cases)  that,  though  there  was  a  history  of 
pain  in  the  left  side,  lasting  from  the  fifth  month  of  pregnancy, 
and  the  pathological  report  of  the  tube  shows  it  to  have  been 
affected  not  just  recently,  but  probably  for  some  months — the 
acute  and  alarming  symptoms  did  not  develop  till  the  patient 
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had   entered   her   puerperium.     They  began  on    the  fifth  day 
post-partum. 

The  probable  explanation  of  this  has  been  admirably  given 
by  Dr  Milne  Murray  in  the  paper  I  have  referred  to,  in  which 
he  ascribes  it  to  some  subtle  change  in  the  vital  processes  or 
tissue  metabolism  which  follows  the  passage  from  the  state- 
of  pregnancy  to  the  state  of  the  puerperium. 

I  cannot  do  better  than  quote  Milne  Murray's  exact  words 
on  this  point : — "  A  comparatively  hmited  experience  of  practical 
obstetrics  suffices  to  show  us  that  a  puerpera  is  in  a  state  of 
most  unstable  equilibrium.  Her  proneness  to  deviate  from 
the  normal  must  be  accounted  for  by  something  more  concrete 
than  the  '  strain  of  labour.'  It  is  obvious  that  the  sudden 
withdrawal  of  the  child  and  the  change  in  the  physiology  and 
tissue  chemistry  of  the  mother  which  this  means,  must  involve 
complicated  processes  of  re-arrangement  which  may  themselves 
become  disturbed,  or  in  their  progress  render  her  less  capable 
of  resistance  to  morbid  influences.  When  an  army  is  re- 
arranging its  units  and  changing  the  order  of  its  formation,. 
its  power  of  resistance  is  at  a  minimum,  and  it  is  then  least 
able  to  withstand  the  onslaught  of  the  enemy." 

To  sum  up  shortly  the  points  that  seem  to  me  to  be  of 
value  in  guiding  one  in  such  cases,  I  would  urge  the  importance 
of  careful  early  pelvic  examination  of  all  puerperge  who 
complain  of  pelvic  pain,  especially  when  associated  with  a  rise 
of  temperature;  for  it  is  by  the  recognition  of  the  physical 
conditions  in  the  incipient  puerperal  stage  that  a  true  diagnosis 
can  be  arrived  at.  In  the  later  stages  the  physical  signs  of 
tubal  affection  may  become  very  quickly  masked  by  subsequent 
complications,  which  may  render  it  difficult  or  impossible 
to  arrive  at  a  correct  estimate  of  the  condition.  Even  in 
a  few  days  surrounding  exudation  may  so  completely  shroud 
the  original  condition  as  to  make  it  unrecognisable  as  a  primary 
tubal  affection  to  anyone  examining  the  patient  then  for  the 
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first  time.  Many  of  these  cases  are,  I  suspect,  put  down  as 
ordinary  cellulitis,  and  are  left  to  run  their  often  weary  course 
of  tedious  convalescence  and  long  drawn-out  morbidity. 

There  is  no  doubt  a  wider  field  in  some  of  these  cases  for 
operative  interference  than  was  at  one  time  supposed,  and 
I  feel  sure  that  lives  can  be  saved  and  much  suffering  and 
invalidism  prevented  by  a  timely  exploratory  laparotomy,  when 
the  indications  are  such  as  to  encourage  the  reasonable  hope 
of  the  successful  removal  of  what  may  be  termed  the  "  casus 
belli,"  in  the  shape,  for  instance,  of  a  pyogenous  tube. 

I  gladly  take  this  opportunity  of  thanking  Dr  Olivier  for 
the  careful  notes  of  the  case  with  which  he  kindlv  furnished  me. 


Dr  Breivis  congratulated  the  President  on  liehalf  of  the 
Society  on  his  excellent  paper,  and  also  on  the  successful 
termination  of  his  case. 

Dr  A.  H.  F.  Barlour  said  a  case  like  tliis  which  was  care- 
fully recorded  was  of  the  very  greatest  importance.  A 
diagnosis  could  only  be  made  with  absolute  certainty  by 
abdominal  section.  There  were  many  important  points  in  the 
paper.  Supposing  the  condition  of  the  tube  arises  at  the  mid- 
term of  pregnancy,  how  is  the  development  of  symptoms  to  be 
accounted  for?  He  supposed  i2i  this  case  that  infection  was 
present  before  the  patient  became  pregnant,  because  it  was 
(lifificult  to  realise  that  infection  could  arise  in  the  course  of 
pregnancy  itself.  He  was  not  sure  that  they  could  exclude 
the  possibiHty  that  it  was  a  case  of  septic  infection  during 
the  puerperium.  The  tumour  at  first  was  only  the  size  of 
a  plum,  but  the  President  had  followed  the  case  throughout, 
and  he  had  the  data.  He  did  not  think  one  was  justified  in 
saying,  simply  because  the  swelling  was  high  up  in  the  broad 
ligament,  that  it  was  a  tubal  condition,  and  the  President 
laid  some  stress  upon  that  point,  because  many  cases  of  septic 
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cellulitis  started  high  up  and  worked  their  way  gradually 
round,  and  came  to  a  point  in  the  abdominal  wall.  One's 
experience  was  that  a  pyosalpinx  tended  to  pass  into  the 
belly  and  did  not  often  come  to  the  abdominal  wall.  The  case 
was  very  interesting,  but  he  (Dr  Barbour)  did  not  quite  see 
his  way  through  it.  As  regards  frequency,  How  often  is  one 
justified  in  opening  the  abdomen  in  these  cases  ?  From  the 
President's  remarks  one  would  think  it  was  a  comparatively 
common  condition ;  that  was  not  Dr  Barbour's  experience. 

Br  Lamond  Lachic  said  he  had  had  the  privilege  of  assist- 
ing Dr  Milne  Murray  at  a  case  similar  to  that  which  the 
President  had  mentioned.  That  case  w^as  entirely  different. 
Its  chief  feature  was  the  absence  of  physical  signs.  During 
the  pregnancy  nothing  could  be  felt  at  all,  and  nothing  after 
labour.  On  the  third  day  the  temperature  was  103°.  Dr  Milne 
Murray  found  nothing — no  tube,  no  ovary.  There  was  excessive 
tenderness  in  one  iliac  fossa,  and  the  patient  was  so  extremely 
ill,  and  apparently  dying  from  sepsis,  that  Dr  Murray 
determined  to  operate.  On  opening  the  abdomen  he  found 
a  tube  which  was  swollen  and  acutely  congested,  and  only 
one  drop  of  pus.  It  was  not  really  a  pyosalpinx.  The  tube 
was  removed,  and  the  following  day  the  temperature  became 
normal,  and  the  patient  got  absolutely  well.  The  other  tube 
and  ovary  were  quite  normal.  Dr  Lackie  remembered  very 
well  the  anxiety  with  which  Dr  Milne  Murray  went  into  the 
abdomen,  but  the  result  justified  the  procedure. 

Dr  F.  W.  N.  Haultain  had  only  to  thank  the  President 
for  bringing  this  subject  before  them.  He  agreed  with  the 
President,  that  there  should  not  be  very  much  hesitation  about 
opening  the  abdomen  in  the  puerperium.  One  was  apt  to 
think  that  the  puerperium  was  a  time  in  which  it  was 
dangerous  to  perform  operations;  he  had,  on  perhaps  four 
or  five  occasions,  found  it  advisable  to  open  the  abdomen 
within  a  fortnight  of  delivery,  and  the  patients  did  extremely 
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well.  Three  of  these  cases  were  done  on  account  of 
small  ovarian  tumours.  In  one  case  the  tumour  had  been 
very  much  crushed  and  hurt  during  labour,  in  a  similar  manner 
to  what  one  would  expect  in  a  case  of  pyosalpinx.  If 
one  believed  the  condition  to  be  pyosalpinx,  he  thought  one 
must  operate  soon  after  labour.  He  would  not,  as  the 
President  did,  conclude  that  there  was  a  pyosalpinx  because 
the  swelling  was  situated  high  up ;  he  would  judge  by  its 
mobility.  He  thought  mobility  was  usually  felt  in  a  tubal 
infection,  while  in  cellulitis  of  the  broad  ligament  mobility 
was  not  marked.  He  would  certainly  have  no  hesitation  in 
operating  if  he  found  mobility  and  a  painful  tumour,  associated 
with  high  temperature,  during  the  puerperium ;  he  would 
not  wait  even  so  long  as  the  President  had  done.  It  was 
better  to  operate  soon,  because  of  the  great  tendency  of 
the  inflammation  to  spread  to  the  surrounding  parts,  which 
seriously  interfered  with  the  subsequent  operation.  He  had 
no  doubt  this  had  been  so  in  the  President's  case.  Like 
Dr  Barbour,  he  was  extremely  interested  in  the  question  of 
the  frequency  of  a  streptococcal  and  staphylococcal  inflam- 
mation of  an  acute  nature  in  a  tube  which  had  not  been 
chronically  affected.  Perhaps,  as  Dr  Milne  Murray  had  said, 
the  factors  present  at  the  time  of  the  puerperium  might 
account  for  it. 

Dr  James  Ritchie  was  much  interested  because  of  a  case 
wliich  he  had  in  practice,  in  which  evidently  there  was  some 
tubal  disease  during  pregnancy,  but  not  sufficiently  acute  to 
warrant  operative  interference.  Two  days  after  confinement 
serious  symptoms  arose,  there  was  a  consultation,  but  nothing 
was  done.  He  believed  there  was  probably  inflammation  of 
the  tube,  and  he  determined  that  if  ever  he  had  similar 
symptoms  during  pregnancy  he  would  have  the  patient 
operated  on.  The  question  he  raised  was,  whether  in  those 
cases  where  there  was  some  tubal  affection  durins^   the  later 
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months  of  pregnancy,  it  would  not  be  a  better  plan  to  have 
the  patient  operated  on  before  confinement  ?  The  tube  must 
undergo  a  certain  change  during  the  course  of  labour, 
especially  when  the  uterus  is  much  manipulated  in  the  third 
stage.  Then,  as  the  President  had  pointed  out,  the  patient's 
condition  during  the  puerperium  would  favour  some  spreading 
of  the  mischief. 

Dr  Cowan  Gtithrie  asked  if  the  tube  was  patent. 

Dr  James  Young  said  perhaps  the  President  would  allow 
him  to  reply  to  Dr  Cowan  Guthrie.  It  was  a  very  difficult 
matter  indeed  to  determine  whether  a  tube  was  or  was  not 
patent.  It  necessitated  the  making  of  an  enormous  number  of 
sections,  which  took  a  considerable  time.  So  far  as  one  could 
tell,  there  was  a  complete  communication  in  this  case.  He 
referred  to  a  case  in  which  the  pyosalpinx  occurred  after  an 
abortion.  The  condition  developed  one  month  after  the  patient 
passed  what  looked  like  a  two -months'  miscarriage.  The 
symptoms  developed  very  acutely,  the  pulse  became  rapid,  the 
patient  became  very  ill,  acute  pain  developed  in  the  left  side, 
and  she  had  to  take  to  bed.  She  was  seen  by  Dr  Young 
four  or  five  days  after  the  onset  in  a  condition  of  impending 
collapse — pulse  rapid,  temperature  102",  the  whole  abdomen 
very  rigid  and  extremely  tender,  especially  on  the  left  side. 
The  diagnosis  was  a  little  uncertain  to  begin  with.  The  patient 
was  kept  under  observation  for  a  day  or  two  but  became  worse, 
and  the  abdomen  had  to  be  opened.  Provisional  diagnosis — 
pyosalpinx.  He  emphasised  the  point  that  the  tube  in  this 
case  was  found  to  be  very  markedly  adherent,  matted  to  the 
surrounding  tissues,  and  was  with  the  greatest  difficulty  removed. 
On  clamping  the  inner  side  of  the  tube,  one  or  two  drops  of 
pus  were  observed.  The  case  was  a  very  anxious  one.  The 
abdomen  was  drained  in  the  orthodox  fashion,  and  the  patient 
made  an  uninterrupted  recovery.  The  escape  of  pus  from 
the    pelvis    continued    for    three    or    four    weeks.      Although 
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the  symptoms  clearly  pointed  to  a  peritonitis,  the  pus  on 
microscopic  examination  was  perfectly  sterile — no  organisms 
were  discovered  at  all.  Another  interesting  point  was  that 
the  acute  symptoms  developed  at  the  onset  of  menstruation. 
Perhaps  Dr  Brewis  would  rememher,  some  years  ago,  a  young 
girl  who  was  admitted  to  the  Hospital  with  a  history  of 
gonococcal  infection  and  suffering  from  acute  peritonitis  which 
had  come  on  with  menstruation.  In  that  case  both  tubes  were 
the  seat  of  pyosalpinx.  The  case  he  had  recorded  resembled 
that  case,  and  suggested  that  the  disturbance  associated  with 
menstruation  had  some  bearing  on  the  onset  of  such  acute 
symptoms. 

Dr  B.  P.  Watson  referred  to  a  case  which  he  took  to  be 
one  of  double  pyosalpinx  following  labour.  The  patient  went 
to  full  time  and  did  perfectly  well  until  about  the  tenth  day 
of  the  puerperium,'when  she  suddenly  developed  a  temperature, 
rapid  pulse,  and  pain  over  the  abdomen.  On  examination, 
quite  distinct  cystic  swellings  could  be  made  out,  one  on  each 
side ;  they  were  perfectly  movable  and  extremely  tender.  To 
his  surprise,  the  child,  on  the  third  day,  developed  a  typical 
gonococcal  ophthalmia.  Gonorrhoea  had  nob  been  suspected. 
On  the  history  gonococcal  pyosalpinx  was  diagnosed.  The 
symptoms  went  on  fairly  acutely  for  a  week ;  the  patient  was 
kept  at  rest  because,  as  is  known,  it  is  better  in  gonococcal 
cases  not  to  operate  in  the  acute  stages.  The  symptoms 
began  to  subside,  and  the  swellings  gradually  cleared  away; 
in  about  a  month's  time  the  patient  was  comparatively  well 
and  able  to  get  up.  She  was  discharged  after  some  time 
apparently  perfectly  well.  Eecently  she  had  had  another 
■child.  That  was  apparently  a  case  of  a  double  gonococcal 
pyosalpinx  where  what  looked  like  perfect  recovery  took  place. 
One  was  encouraged  in  waiting  and  doing  nothing  because  of 
the  gonococcal  nature  of  the  case.  The  patient  had  all  the 
physical  signs  and  symptoms  of  pyosalpinx. 
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Dr  Brewis,  before  calling  on  the  President  to  reply,  sai(J 
how  much  he  had  enjoyed  the  paper  and  also  the  discussion. 
The  subject  of  pyosalpinx  was  undoubtedly  a  very  interesting 
one,  and  one  which  led  to  a  very  great  deal  of  discussion.  The- 
case  which  the  President  brought  forward  was  pyosalpinx 
during  the  puerperium,  and  raised  the  question  as  to  whether 
one  ought  to  interfere  in  these  cases.  He  (Dr  Brewis)  thought 
that  when  symptoms  such  as  the  President  had  described  were 
present,  operation  was  justifiable.  Cellulitis  was  an  exceedingly 
rare  affection  in  the  puerperium.  Swellings  in  the  side  of  the 
pelvis  attributed  to  cellulitis  were  frequently  acute. 

As  to  the  question  of  sterility,  if  one  could  be  sure  that  the 
pus  was  sterile,  then  one  would  not  tliink  of  operating;  but 
when  there  were  symptoms,  such  as  were  present  in  the  case 
recorded,  he  thought  they  might  infer  that  the  discharge  was 
not  sterile,  and  the  question  to  consider  was  whether  to  operate 
or  not.  He  (Dr  Brewis)  believed  that  the  majority  of  these 
cases  would  get  well  if  left  alone;  still  there  were  some- 
instances  in  which  it  was  only  right  to  interfere.  Having 
made  up  one's  mind  to  interfere,  the  question  arose  regarding 
where  to  operate — from  above  or  from  below  ?  In  an  early 
case,  he  thought  the  proper  route  was  from  above,  because  the 
tube  was  not  very  tense,  it  was  easily  separated,  and  there  was 
not  so  much  fear  of  an  escape  of  contaminated  pus.  In  older 
cases,  in  nine  cases  out  of  ten,  one  could  remove  from  below, 
because  in  these  cases  the  end  of  the  tube  was  often  found  to- 
be  very  firmly  adherent,  and  to  remove  a  tube  of  that  sort  and 
separate  the  adhesions  from  the  rectum  was  much  more  safely 
accomplished  from  below  than  above.  Was  the  other  tube 
affected  in  the  President's  case?  (The  President  said  it  was 
not,  it  was  a  unilateral  condition.)  Then  in  cases  of  pyosalpinx 
he  believed  the  pus  became  sterile  after  a  time,  but  that 
re-infection  might  occur  later  from  above. 

The  President,  in  his  rcpl}',  thanked  the   Fellows  of  the 
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Society  for  the  kind  reception  they  had  given  his  paper,  and 
also  for  the  niteresting  discussion  which  had  resulted.  With 
regard  to  the  remarks  of  Drs  Barbour  and  Haultain,  he  quite 
admitted  that  the  condition  was  not  necessarily  tubal  because 
it  was  situated  high  up,  but  when  high  up  and  movable  he 
thought  the  chances  were  ten  to  one  that  it  was  tubal.  That 
was  why  he  pointed  out  the  importance  of  examining  these 
cases  before  complications  arose.  The  question  of  recent 
infection  he  could  not  explain.  Dr  Eitchie's  question,  whether 
when  one  has  diagnosed  a  tubal  condition  early  in  pregnancy, 
it  wuuld  not  be  wiser  to  operate  during  pregnancy — before 
labour — opened  up  a  very  wide  field.  The  difficulty  in  that 
case  would  be  to  be  sure  that  one  felt  the  tube ;  in  these  cases 
the  tube  was  raised  up,  and,  further,  it  would  only  be  in  late 
pregnancy  that  one  would  be  inclined  to  interfere.  One  knew 
that  after  the  fourth  month  of  pregnancy  any  abdominal 
operation  was  liable  to  be  followed  by  abortion  or  premature 
labour,  and  the  patient  might  lose  her  child. 


IV.  NUMAN,  THE  VETERINARIAN  AND  COMPARATIVE 
ANATOMIST  OF  UTRECHT:  A  FORGOTTEN 
OBSERVER  ON  THE  FREE-MARTIN. 

By  D.  Beeey  Hart,  M.D.,  etc.,  Lecturer  on  Midwifery, 
Edinburgh,  etc. 

In  1910,  when  investigating  the  question  of  the  free-martin,  I 
came  on  a  reference  in  Geddes  and  Thomson's  Evolution  of  Sex  ^ 
to  Spiegelberg's  opinion  that  in  the  free-martin  "  the  internal 
organs  are  male  but  the  external  accessory  organs  are  female, 
and  there  are  also  rudimentary  female  ducts."     Through  the 

1  Geddes  and  J.  A.  Thomson,  Evolution  of  Sex,  1st  edit.  p.  39.   Walter 
Scott,  London,  1889. 
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Courtesy  of  Professor  J.  Arthur  Thomson  of  Aberdeen  I  obtained 
the  name  of  the  now  extinct  journal  in  which  Spiegelberg's 
paper  ^  was  published.  This  proved  to  Ije  an  exceedingly- 
important  communication,  as  Spiegelberg  showed  for  the  first 
time  that  the  sexual  gland  in  the  free-martin  calf  was  a  testis, 
and  also  gave  a  completely  satisfactory  description  of  the 
other  rudimentary  organs  present.  He  quoted  in  addition  from 
a,  Dutch  monograph  by  Numan  of  Utrecht,  translated  into 
French  by  Professor  Verheyen  of  Brussels  in  the  Journal 
v4Urinaire  et  agricole  dc  Belgique  for  1844.-  This,  however, 
gave  the  text  and  references  to  the  plates  only,  but  not  the 
plates  themselves  In  a  note  it  is  stated,  "  Ce  memoire  est 
-accompagne  de  23  planches :  nous  avons  conserve  tous  les 
renvois  aux  planches  dans  la  traduction,  apres  nous  etre  assure 
que  I'editeur  les  fournirait  independanimeut  du  texte  hoUan- 
dais."  It  was  necessary,  therefore,  to  get  at  the  original 
Dutch  monograph,  and  finally  by  advertisement  a  very  fine 
■quite  new  and  uncut  copy  was  obtained.^  It  was  now  evident 
why  the  plates  were  not  supplied  to  the  Belgian  journal, 
as  the  former  are  large  quarto  lithographs  and  the  latter  a 
folio  journal,  thus  rendering  their  publication  a  matter  of 
•difficulty. 

Before  going  on  now  to  summarise  and  describe  Numan's 
monograph  I  wish  to  give  a  few  facts  as  to  Numan's  career, 
which  I  obtained  from  Professor  van  den  Broek  of  Utrecht,  a 
distinguished  anatomist  and  comparative  anatomist. 

^  O.  Spiegelberg,  "  Ueber  die  Verkiimmerung  der  Genitalien  bei 
(angeblich)  verschieden  geschlechtlichen  Zwillings-Kalbern,''  Zcitsckr. 
fiirrationelle  Medicin,  Henle  &  Pfeufer,  Drt.  Reihe.,  Bd.  xi.,  ISGl. 

-  Ur  A.  Nunian,  "  Memoire  sur  les  vaclies  steriles,  connucs  sous  le 
nom  d'liermaphrodites,  comparees  a  d'autres  animaux  portant  des  vices 
de  conformation  de  I'appareil  sexuel,"  traduit  du  Ilollandais  par  S. 
Verheyen. 

•'  Both  the  Journal  v^t&inaire  de  Belgique  and  Numan's  mono- 
graph are  now  in  the  library  of  the  Royal  College  of  Physicians, 
Edinburgh. 
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His  letter  is  to  the  following  effect  :- 


"  Utrecht,  lOio. 


"Dear  Dr  Berry  Hart. — A  few  days  ago  I  met  someone 
who  could  tell  me  something  about  the  life  of  Numan;  herewith 
I  give  you  the  information  I  obtained  from  iiini. 

"Alexander  Numan  was  born  at  Bafio,  8th  December  1780; 
studied  medicine  at  the  University  of  Groningen,  and  took  his 
degree  as  Doctor  of  Medicine,  14th  August  1804;  settled  then 
as  physician  in  Hougezand,  a  little  place  in  the  neighbourhood 
of  Groningen.  He  founded  with  Dr  Lidth  de  Jeude  the 
veterinary  school  in  Utrect  in  1821.  On  26th  September  ne 
opened  his  lectures.  On  8th  July  1824  he  became  Director  of 
the  Veterinary  School.  He  then  held  lectures  on  hygiene, 
general  pathology,  therapeutics,  judicial  veterinary  art.  Each 
morning  he  had  to  give  a  clinical  lecture,  assisted  by  a  veteri- 
narian who  taught,  under  his  guidance,  obstetrics  and  surgery. 
On  1st  March  1S.51  he  was  succeeded  by  Dr  AVellenbergh.  He 
died  1st  September  1852. 

"  He  wrote,  as  was  said  to  me,  a  very  great  many  papers  on 
the  most  different  subjects  of  his  science ;  if  necessary  I  can 
provide  you  with  a  list  of  his  most  important  papers. 

"  I  hope  that  this  information  will  be  of  interest  to  you.  I 
regret  the  delay  in  answering  your  kind  letter  of  September. 

"  A.  J  V.  d.  Broek." 

Numan  was  evidently  a  man  of  great  ability  and  energy. 
His  founding  of  the  Utrecht  Veterinary  School,  the  many 
subjects  he  taught,  and  the  advanced  age  he  reached,  still 
teaching,  are  proofs  of  exceptional  mental  and  bodily  vigour. 
This  is  also  shown  by  the  present  monograph  which  I  now  go 
on  to  summarise,^  taking  the  French  translation  for  this 
purpose,  with  a  glance  at  the  Dutch  original  occasionally,  so  far 
as  braid  Scots  and  German  can  carry  one. 

^  This  account  is  in  no  sense  a  translation  but  a  free  summary. 
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The  Text. 

"In  some  general  introductory  remarks  ISTumau  points  out 
the  apparent  predisposition  of  the  calf  to  deformities.  Thus 
the  sides  may  be  folded  back  in  an  inverted  way  and  the  whole 
body  turned  over  so  that  the  vertebral  bodies  are  placed  above 
and  the  spines  directed  downwards,  with  the  abdominal  and 
pleural  cavities  still  unclosed.  Deformities  of  the  head  are 
common/  and  the  same  applies  to  sheep.  Polydactyly  is  also 
more  frequent  in  pigs  than  in  other  species,  and  the  limbs  may 
acquire  an  apparent  resemblance  to  the  hand  of  man. 

"  The  cow  presents,  however,  a  special  deformity  in  regard 
to  the  genital  organs,  with  sterility  as  a  result,  the  animals 
having  the  appearance  of  oxen,  and  being  termed  Jcween  in 
Holland  and  louquetin  in  Brabant,  i.e.  hermaphrodites.  The 
term  bouquetin  is  also  applied  to  hens  taking  on  the  character- 
istics of  cocks.  The  anomalous  animals  called  kween  are  named 
free-martins  in  England.  As  Simpson  pointed  out  and  ISTuman 
emphasises,  this  condition  was  known  to  the  Eomans  under  the 
term  taura,  as  well  as  in  modern  times  in  Normandy ;  in  France 
(known  as  taitr),  and,  as  already  said,  in  England  (free-martin); 
in  Germany  as  Zwitter.  - 

"The  uncertainty  attending  such  genital  deformities 
prompted  the  Society  of  Arts  and  Sciences  of  Utrecht  to 
propose,  in  1833,  a  competitive  research  a  propos  of  the  belief 
among  agriculturists  that  when  a  cow  has  twin  calves,  one 
a   male,  the   other   a   female,  the   latter,  which   is   termed   a 

^  See  Gurlt's  Atlas,  pt.  iii.,  for  agnathous  lamb. 

"  The  origin  of  the  term  "free-martin"  is  obscure.  The  most 
probable  explanation  seems  to  me  to  be  as  follows  : — Farrow  =  &tevi\e 
in  Scots  and  north  of  England  dialects.  2Iart  was  the  cow  or  ox  killed 
and  salted  at  Martinmas  for  use  during  winter.  For  this  purpose  a  cow 
that  had  missed  calving  or  a  heifer  that  was  sterile  and  differed  from  an 
ordinary  heifer,  as  the  free-martin  does,  would  be  selected,  as  a  fertile 
cow  would  be  kej)t  for  breeding.  The  selected  apparent  heifer  might 
then  be  termed  the  "  Farrow-mart-one,''  or  in  Scots  the  "  Farrow-mart- 
yin,"  and  this  might  be  corrupted  or  shortened  into  "free-martin  "  (see 
Wright's  English  Dialect  Dictionary  and  J.  W.  Ballantyne  in  the  Brit. 
Med.  Journ.,  7th  May  1910,  article,  "The  History  and  Etymology  of 
the  Free-Martin,"  p.  1125). 
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hermaphrodite,  is  incapable  of  impregnatiou.  The  followino- 
were  the  queries  laid  down : — Quelle  valeur  possede  cette  observa- 
/ion  dcs  elcveurs  ?  Est-cllc  suffisamment  fo7idee,2)cut  on  Vadmettre 
■comme  une  loi  de  Nature?  En  quoi  different  Ics  vaclies  herma- 
phrodites de  celles  qui  ne  le  sont  pas,  quant  d  leur  conformation 
ixthieure  et  int&icurc  ?  Quelle  difference  remarque-t-on  dans 
I'habitude  extdrieure,  entre  les  vaches  hermaphrodites  et  celles  que 
I' on  a  rend  lies  sterilcs  par  let  castration?  Les  vaches  herma- 
phrodites presentent-elles  aussi  entre  elks  quelqua  differences 
apercevahles ;  dans  V affirmative,  en  qttoi  consistent  les  diff&rences  ? 
Y  a-t-il  des  causes  auxquelles  on  doive  attrihuer  ce  singulier 
phenomdne,  et  le  rencontre-t-on  encore  chcz  d'autres  espcces 
animates  ? 

"  No  response  was  made  to  this  well-stated  series  of  queries, 
and  therefore  Numan  began  his  investigation,  publishing  it  in 
1843,  without,  however,  for  personal  and  other  reasons,  sending 
it  in  to  the  Society. 

"  He  discusses  the  whole  subject  as  follows : — 

"(1)  Quelle  valeur  possede  cette  observation  des  eleveurs  ? 

"(2)  Est-elle  suffisamment  fondee,  pent  on  I'admettre 
<3omme  certaine,  infaillible,  comme  un  loi  de  la  Nature? 

"  (1)    Wliat  value  does  this  observation  of  stock-raisers  possess  ? 

"  (2)  Is  it  sufficiently  established  ?  Can  one  admit  it  as 
■certain,  infallible,  as  a  laio  of  Nature  ? 

"  These  two  questions  are  one,  and  can  be  treated  con- 
jointly. 

"The  agriculturist  constantly  in  touch  with  cattle  is 
necessarily  much  struck  with  cases  of  twins  where  one  is  a 
male  and  the  other  an  apparent  female,  and  that  the  latter 
is  sterile  and  partakes  of  male  characteristics.  The  questions 
arising  from  this  will  be  discussed  by  them  sooner  than  by 
naturalists.  Eminent  naturalists  have  doubted  the  agri- 
culturists' opinions  on  this  subject,  and  others  have  rejected 
it.  Camper  declared  the  belief  that  the  co-twin  apparent 
female  is  sterile,  a  ridiculous  absurdity ;  Blumeubach  also 
doubted  it  on  insufficient  grounds;  other  authors — Scarpa, 
Smellie,  Hunter,  and  Meckel — admit  the  opinion  as  one 
based  on  experience.     The  last  author  thinks  that  if  this  rule 
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has  exceptions  his  researches  tend  in  the  majority  of  cases 
to  confirm  the  opinion  of  Hunter  and  Scarpa.  If  a  long 
succession  of  facts  from  time  immemorial  has  established 
that  this  fault  of  sterility  is  attached  to  the  apparent  female 
co-twin,  one  asks,  Is  the  phenomenon  constant?  Does  the 
female  always  show  anomalies  ?  Are  they  among  the  immut- 
able laws  of  Nature  ?  In  countries  rich  in  cattle,  for  instance 
in  the  province  of  Groningen,  the  stock-raisers  consider  the 
condition  as  constant,  and  in  a  prize  memoir,  '  Sii7'  les  qualiUs 
du  hetail,'  G.  Eeinders,  an  able  scientific  agriculturist,  says :  '  II 
parait  etrange,  et  cependant  I'experience  le  confirme,  lorsqu'- 
une  vache  porte  deux  foetus,  dont  un  male  et  une  femelle, 
cette  derniere  par  la  suite  est  ordinairement  une  vache  sterile/ 
Some  observers  whose  testimony  is  trustworthy  have  assured 
me  that  there  is  no  case  to  the  contrary.  Other  stock-raisers 
at  Utrecht  agree  with  the  above,  but  state  that  the  rule  has 
numerous  exceptions.  Thus  M.  G.  Eeinders  communicated  to 
me  that  the  co-twin  apparent  female  may  not  be  a  herma- 
phrodite, and  M.  Bouman  has  seen  three  cases  where  concep- 
tion took  place.  Observations  in  Germany,  England,  and 
France  accord  with  these  remarks.  Hunter  thinks  that  the 
twins  of  different  sexes  can  have  the  genital  organs  well 
formed.  Meckel  does  not  admit  that  the  sterility  of  the 
female  is  universal,  and  Blumenbach  reports  a  case  of 
conception.  Earl  Spencer  stated  that  he  had  frequently 
heard  it  said  by  agriculturists  that  a  heifer  born  with  a  bull 
was  capable  of  procreation,  but  that  he  had  never  seen  an 
example  of  this.  Schaeven,  a  veterinarian  at  Erkelenz, 
announced  some  facts  known  to  him  quite  contrary  to  the 
view  of  sterility.  Buchan  of  Killingtringham  {sic)  gave  in 
the  farmers'  magazine  for  1806  an  account  of  a  hermaphrodite 
cow  which  had  a  calf.  The  same  j^ropiietor  had  another 
which  was  sterile.  An  anonymous  writer  in  1807  gives  an 
account  of  a  cow  which  in  November  1804  had  two  calves, 
one  a  male,  the  other  a  female.  In  the  spring  of  1807  the 
latter  gave  birth  to  a  male  calf,  and  at  the  same  time  a 
neighbouring  proprietor  had  a  heifer  arising  from  a  twin 
labour  with   different    sexes,  and    the    heifer  in   its  fourth    or 
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fifth  year  '  n'aviat  jamais  souffert  les  approches  du  taureau.'  ^ 
Youatt.  who  reports  these  facts,  remarks  that  it  is  a  rare 
exception  and  a  deviation  in  the  natural  history  of  bovine 
animals  to  see  a  similar  (semhlable)  cow  have  calves,  seeinf>- 
that  one  should  consider  it  as  a  hermaphrodite ;  it  is  apt  for 
procreation  when  the  generative  organs  are  not  bisexual,  or 
where  the  female  apparatus  predominates.  For  the  moment 
I  do  not  consider  this  remark,  but  return  to  it  when  discussing 
hermaphroditism. 

"  For  several  years  I  had  made  observations  on  this  subject, 
and  these  have  confirmed  me  in  the  opinion  of  those  who 
admit  that  the  exceptions  mentioned  are  not  very  common, 
but  nevertheless  do  exist.  I  shall  give  only  one  example.  I 
received  in  1829  at  the  Veterinary  School  two  calves  of  one 
birth  (d'une  meme  mlse-bas),  a  male  and  a  female.  The  latter 
was  reserved  for  experimental  trial.  There  was  no  difference 
between  its  conformation  and  that  of  another  animal.  In  its 
second  year  '  I'orgasme  venerien  s'eveilla  ;  elle  fut  accouplee  le 
31  Janvier  1831  et  donna  un  veau  le  29  Octobre  suivant/ 
This  cow,  being  a  good  milker,  was  bred  from  and  had  several 
calves.  Quite  a  numlier  of  such  cases  are  known,  but  it  would 
take  up  too  much  space  to  recount  them.  These  examples 
appeared  to  me  sufficient  to  demonstrate  that  sterility  is  not 
irrevocably  bound  up  with  varying  organs  in  a  male  and 
female  calf,  and  that  one  cannot  consider  it,  under  these 
circumstances,  as  a  general  law  of  JSTature.-  ('  Ces  exemples 
me  paraissent  suffisants  pour  demontrer  que  la  sterilite  n'est 
pas  irrevocablement  liee  aux  parts  doubles  d'uu  veau  male  et 
d'un  veau  femelle,  et  qu'on  ne  pent  la  considerer  dans  cette 
circonstance,  comme  une  loi  generale  de  la  Xature.') 

"  The  preceding  observations  raise  the  uncertainties  which 
still  exist  on  this  question,  but  there  is  a  second  one  at  present 
as  follows : — Is  sterility  in  a  cow  depending  on  a  maldevelop- 

1  As  we  shall  see,  if  a  male  and  female  twin  calf  are  fertile  they 
arise  from  separate  fertilised  ova,  and  the  female  is  not  a  free-martin. 

^  It  may  be  mentioned  here  in  advance  that  such  cases  arise  from 
separate  fertilised  ova.  The  free-martin  and  potent  twin  arise  from 
one. 
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ment  of  the  organs  only  present  in  twins  of  different  sexes  or 
when  the  twins  are  of  the  same  sex  ?  The  iirst  is  a  case  of 
sterility  of  the  cow,  but  as  to  the  second  some  German  writers 
speak  of  hermaphroditism  of  the  cow  in  twin  births  without 
specifying  the  sex.  The  want  of  direct  observations  hinder 
me  from  settling  the  question,  nevertheless  the  following  facts 
warrant  me  to  suppose  that  in  the  double  organs  of  two  females 
there  may  be  a  hermaphroditic  condition : — 

"On  the  3rd  April  1834  I  saw  with  M.  Beukhout,  an 
agriculturist  of  Maarssen,  a  female  twin.  The  female  co-twin 
had  been  sold  shortly  after  birth  on  account  of  her  small  size. 
This  animal  was  about  2  years  old.  She  resembled  the  ox  in 
external  conformation.  The  horns  were  wide  apart  {4cart4es), 
and  longer  and  finer  than  is  wont.  The  head  was  straight  and 
more  elongated  than  in  an  ordinary  cow.  The  vulva  was 
narrow,  so  that  it  was  scarcely  possible  to  introduce  a  finger ; 
the  vulvar  labia  were  small  and  atrophied.  The  Ijouquet  de 
poils  and  the  clitoris  were  not  well  developed.  In  the 
mammary  region  there  were  four  little  teats  of  the  same  size 
as  one  meets  in  the  bull.  There  was  no  trace  of  an  udder,  at 
least  what  one  regards  as  such,  and  the  skin,  usually  a  little 
abundant  in  that  region,  was  lax  and  pendent  like  a  sac.  jSTot 
having  been  able,  to  my  great  regret,  to  examine  the  internal 
generative  organs  after  death,  I  am  in  uncertainty  as  to  their 
formation.  If  it  is  certain  that  I  was  not  deceived  as  to  the 
sex  of  the  sister  co-twin,  and  the  owner  has  given  me  formal 
assurance  on  this  point,  one  can  admit  that  we  may  have 
double  parts  in  two  female  calves  in  place  of  the  incomplete 
development  wdiich  characterises  hermaphroditism. 

"  One  still  holds  that  when  the  twins  are  males  neither  is 
impotent.  Experience  has  shown  me  that  this  rule  is  not 
without  exception. 

"  In  1832  M.  van  der  Vaart  had  at  Maarssen  a  cow  arrived 
nearly  at  term.  As  she  was  unal)le  to  rise  owing  to  feebleness 
of  the  back,  it  was  thought  she  could  not  undergo  parturition ; 
■otherwise  she  was  sound.  The  owner  determined  to  deliver 
by  abdominal  hysterotomy  (par  lliysterotomie  dbdominale)  and 
to   slaughter   her   immediately  afterwards.     Two   male  calves 
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•were  obtained.  The  one  was  castrated  by  complete  section  of 
the  scrotum  at  the  abdomen,  the  procedure  {que  I'on  appelle 
raser)  practised  by  agriculturists,  who  state  that  this 
operation  carried  out  at  the  right  time  and  in  this  way  gives 
to  the  ox  a  more  delicate  flesh  and  fine  and  long  horns. 
The  second  calf  was  considered  impotent,  and  was  bought  by 
me  in  March  of  the  following  year.  It  was  in  a  miserable 
condition  and  had  the  following  characteristics: — It  was  piebald 
•{pie  haie).  A  little  below  the  anus  in  the  perineum  one  could 
see  a  small  opening  for  the  escape  of  urine.  There  was 
hypospadias,  and  the  urethra  was  easily  felt  at  the  edge  of  the 
ischial  arch.  It  opened  externally  about  two  handsbreadth 
below  the  anus  in  a  fissure  of  the  skin,  the  glans  being 
imperforate ;  this  cleft  presented  in  some  sort  the  aspect  of  a 
vulva  bounded  by  its  two  labia ;  it  was  provided  inf eriorly 
with  a  voluminous  tuft  of  hair  {haarlok  in  Dutch).  On  10th 
•June  the  animal  was  again  examined,  and  the  testicles  were 
felt  very  distinctly  in  the  groins,  and  where  one  should  have 
the  scrotum,  which  did  not  exist,  there  were  four  little  nipples. 
Instead  of  the  phallus  there  was  an  imperforate  dilatation  of 
skin  without  the  hairtuft  which  surmounts  the  prepuce  in  the 
iDovine  species.     Both  animals  ultimately  grew  well. 

"  On  post-mortem  of  this  supposed  hermaphrodite  female 
the  organs  were  found  as  in  Plate  XI.^  This  animal  appears, 
therefore,  to  be  a  hermaphrodite,  to  which  the  term  '  taure '  is 
given.  According  to  my  results  such  animals  should  be 
looked  on  {envisage cs)  as  veritable  bulls  whose  generative 
apparatus,  internal  and  external,  is  more  or  less  incompletely 
developed ;  this  gives  an  appearance  of  deformity  and  a 
certain  resemblance  to  hermaphroditism. 

"Numan  gives  other  cases,  but  as  he  did  not  recognise 
that  those  of  his  cases  that  were  similar  to  John  Hunter's 
were  defective  males,  and  also  imported  into  the  question  the 
idea  of  hermaphroditism,  it  would  only  introduce  confusion 
to  give  them,  and  I  therefore  pass  them  over." 

'  In  Xuman's  Atlas.  It  is  a  case  of  undescended  testes.  The 
external  genitals  are  feminine,  but  might  be  considered  hypospadic. 
It  is  not  a  stierkween  as  Xuman  figures  it. 

G 
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1  now  give  Numan's  conclusions  on  this  point,  with 
explanatory  remarks : — 

"  1.  Lorsque  uue  vache  met  bas  deux  veaux,  I'un  male, 
I'autre  femelle,  cette  derniere  a  presque  toujours  les  organes 
de  generation  mal  conformes  ou  incomplets  et  elle  est  frappee 
de  sterilite. 

"  The  real  statement  should  be  that  both  are  males,  the 
one  normal,  the  other  with  a  small  undescended  testis,  and 
the  epoophoron  of  its  normal  co-twin  given  to  it  (see  paper  ^ 
on  '  Free-Martin '  by  the  author).  This  is  the  ordinary  free- 
martin,  and  has  no  rudimentary  prepuce. 

"  2.  Ce  fait  fonde  sur  I'experience  des  cultivateurs,  con- 
firme  par  des  observations  anciennes  et  moderues,  comporte 
pourtant  des  exceptions  qui  ne  permettent  pas  de  le  considerer 
comme  une  loi  fixe  de  la  Nature. 

"  These  exceptions  are  where  the  twins,  male  and  female, 
arise  from  separate  zygotes.  As  we  shall  see,  the  potent  twin 
(male)  and  free-martin  are  from  one  zygote. 

"  3.  L'anomalie  ne  se  borne  pas  exclusivement  aux  gesta- 
tions doubles  de  foetus  a  sexes  differents ;  elle  peut  aussi  se 
presenter,  quoique  plus  rarement  chez  les  jumeaux  de  meme 
sexe. 

"  This  is  in  the  case  of  Numan's  Sticrmartin,  also  a  free- 
martin,  where  he  recognised  the  sexual  glands  as  testes. 

"4.  Le  vice  de  conformation  dans  les  parts  doubles  a  sexes 
dissemblables,  n'est  pas  exclusif  a  la  femelle;  le  male  en 
presents  aussi  des  exemples  et  alors  la  femelle  est  reguliere- 
ment  conformee :  seulement  les  faits  de  ce  genre  sont  rares." 

By  this  he  means  that  Hunter's  free-martin  is  a  female  and 
the  Stiermartin  a  male.  The  former  is  wrong,  the  latter  right. 
Another  most  interesting  question  is  as  follows : — Can  we  have 
a  normal  female  and  a  female  deformed  in  its  genitals  in  twins 
of  one  zygote?  I  certainly  hold  theoretically  that  we  may 
have  a  normal  female  and  a  deformed  female  with  part  of  the 
vagina  (lowest  \)  and  the  epoophoron,  the  non-potent  male 
^  Proceedings  of  the  Royal  Society  of  Edinhurijh,  1910-11. 
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element   of    the  female,  segregated  into  it.     One  such  case  is 
quoted  by  Numan,  but  the  record  is  imperfect. 

"  5.  Les  gestations  doubles  ou  multiples  peuvent  etre 
considerees  dans  I'espece  bovine  comme  la  principale,  et 
quant  au  veau  femelle,  comme  la  condition  la  plus  certain 
et  la  plus  constante  d'hermaphrodisme ;  d'autant  plus  que 
I'anomalie  des  organes  g^nitaux,  cause  de  la  sterilite,  n'a  pas 
encore,  a  ma  connaissance,  ete  observee  parmi  les  veaux  femelles, 
provenant  d'une  gestation  simple.  On  rencontre  plus  souvent 
I'appareil  sexuel  incomplet  chez  I'individu  male,  qui  se  trouve 
dans  le  meme  cas,  raison  pour  laquelle  il  merite,  d'etre  place  au 
nombre  des  hermaphrodites." 

The  first  part  of  this  conclusion  is  right  as  to  the  frequency 
of  twins  in  cattle,  but  wrong  in  considering  the  free-martin  as 
a  hermaphrodite,  which  it  is  not.  The  second  part  of  the 
conclusion  as  to  the  frequency  of  the  male  single  at  a  birth 
having  apparent  hermaphroditism  as  compared  with  the  single 
females  is  striking,  and  indeed  I  consider  a  so-called  pseudo- 
hermaphrodite as  usually  a  maldeveloped  male.  This  is  to  be 
judged  by  the  sexual  gland,  of  course,  and  not  by  the  apparent 
female  portion  of  the  lower  tract,  which  is  really  the  hydatid 
testis  and  prostatic  utricle. 

We  now  pass  on  to  another  head. 

"  3\  En  quoi  different  les  vaches  hermaphrodites  de  celles  qui 
ne  le  sont  pas,  quant  a  leur  conformation  exterieure  et  interieure. 

'■'  Numan  gives  an  excellent  description  of  the  free-martin, 
or,  as  he  terms  it,  hermaphrodite  (Plate  I.,  1  and  2).  There  is 
greater  growth  of  the  horns,  greater  length,  but  they  are 
proponionally  thinner,  straighter,  pass  up  and  back,  and  are 
like  those  of  the  ox.  As  in  the  ox,  the  circular  ridges  showing 
the  age  of  the  animal  are  less  distinct.  They  have  the  head 
gaunter,  slightly  elongated,  etc.  The  body  may  be  large, 
both  broader  and  higher.  The  bones  are  smaller,  and  the 
animals  stand  higher  on  their  limbs. 
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"  The  vulva  is  narrow  and  the  labia  finer  and  shorter ;  the 
vagina  appears  contracted,  the  clitoris  usually  more  voluminous. 
The  udder  is  little  developed,  and  often  merely  a  wrinkled  and 
folded  dilatation  of  the  skin.  In  some  the  skin  there  hangs  as 
a  voluminous  pouch,  like  a  real  mamma,  or  may  be  so  little 
marked  that  no  mammae  appear  to  be  present.  One  finds, 
nevertheless,  the  number  of  teats  proper  to  the  cow — four 
to  six. 

"  The  consideration  of  the  internal  organs  is  postponed  until 
the  organic  causes  determining  hermaphroditism  are  taken  up. 

"  Numan  gives  some  interesting  facts  as  to  the  results  of 
spaying  in  cows,  and  compares  the  results  with  the  conditions 
in  Hunter's  free-martins  on  the  supposition  that  these  are 
females.  Such  spayed  cows  attain  enormous  weight,  and  the 
operation  in  vogue,  chiefly  in  the  province  of  Groningen,  gives, 
it  is  said,  an  animal  fat  and  with  tender  flesh. 

"  4°.  Quelle  difference  remarque-t-on  dans  I'habitude  exteri- 
eure,  entre  les  vaches  hermaphrodites  et  celles  que  Ton  a 
rendues  steriles  par  la  castration  ? 

"  5°.  Les  vaches  hermaphrodites  presentent  -  elles  aussi 
quelques  differences  apercevables:  dans  I'affirmative,  en  quoi 
consistent  ces  differences  ? " 

iSTuman  discusses  in  the  first  place  the  differences  between 
what  he  terms  the  male  hermaphrodites  and  the  female  ones. 
These  are,  however,  both  male,  as  testicular  issue  has  been 
found  in  John  Hunter's  free-martin  specimens  still  preserved 
at  the  London  Eoyal  College  of  Surgeons.  The  forms  Numan 
describes,  in  addition  to  those  like  Hunter's,  have  a  slightly 
different  genital  external  development,  the  prepuce  being 
present  in  a  rudimentary  condition  and  the  testes  more 
evident,  although  in  an  undescended  condition  either  in  the 
abdomen  or  in  the  groin.  He  thus  discusses  a  non-existent 
sexual  difference,  but  his  description  of  his  own  form  of  free- 
martin  {Stiermartin)  is  valuable.  In  Hunter's  and  analogous 
specimens    the   testes   are   higher  up  in  the  peritoneal   folds. 
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and  look  like  small  ovaries  as  to  position  (Plate  I.,  Figs.  1 
and  2). 

"The  Sticrmartins  {hermaphrodites  mdles),  although  re- 
sembling the  female  (hermaphrodites)  as  to  the  port  of  the 
horns,  preserve  more  the  natural  conformation  of  the  bull 
(Plate  II.,  1,  2).  The  body  does  not,  as  a  rule,  have  a 
considerable  development.  It  has  more  analogy  to  the  ox 
than  to  the  female  hermaphrodite.  It  is  similar  in  the 
separation,  sweep,  and  length  of  the  horns.  The  head 
possesses  more  the  form  of  the  bull.  They  thus  approach 
to  the  bull  when  the  testes  are  more  completely  developed, 
and  to  the  female  form  if  these  are  less  so.  Further  distinc- 
tions between  the  Stier-  and  Hunter's  free-martin  are  given, 
but  as  the  sex  is  the  same — male — it  is  unnecessary  to  give 
all  the  details. 

"  The  testes  are  not  in  the  scrotum.  There  is  a  fissure  in 
the  perineum  with  a  very  short  phallus,  testes  more  or  less 
descended.  The  testes  may  be  awanting  or  represented  by 
amorphous  fat  with  no  proper  testicular  tissue.  Sometimes 
the  scrotum  is  open  and  bilobed.  In  one  case  with  defective 
external  genitals,  no  vulva  and  no  vagina,  there  were  also 
no  testicles,  matrix,  nor  ovaries.  This  case  is  given  in  great 
detail.  Numan  also  mentions  lunar  hermaphrodites  where 
a  lunar  and  exciting  influence  seemed  to  be  exerted  on  the 
mammae  of  certain  animals,  but  states  he  could  find  no 
convincing  argument  for  such. 

"  Xuman  sums  up  this  section  as  follows : — '  II  conste  de 
ce  qui  precede,  qu'il  existe  dans  les  betes  bo  vines,  une  differ- 
ence marquee  entre  I'hermaphrodisme  masculin  et  feminin, 
ainsi  qu'entre  les  vaches  hermaphrodites  et  celles  que  Ton 
a  chatrees :  tandis  que  dans  les  hermaphrodites  mfdes  et 
femelles,  on  rencontre  encore  des  varietes  individuelles ;  mais 
il  serait  difficile  d'en  donner  une  description  detailMe  sans 
entrer  dans  des  developpements  trop  ^tendus.'  This  must 
be  read  in  connection  with  what  has  been  already  said, 

"  6".  Observe-t-on  encore  I'hermaphroditism  chez  d'autres 
animaux  ? " 


102     NUMAN,  THE   VETERINARIAN   AND   COMPARATIVE   ANATOMIST, 

In  this  section  Numan  discusses  hermaphroditism  in  other 
animals,  especially  in  the  horse,  and  also  in  the  sheep  and  goat. 
In  the  horse  it  is  very  remarkable,  and,  so  far  as  I  know,  only 
described  by  John  Hunter.  In  all  the  literature  Numan  gives 
on  this  subject  there  is  only  one  English  reference  to  a  paper  by 
Wotton  in  the  Veterinarian  for  February  1841.  Gurlt  figures 
cases  in  the  goat  and  sheep  analogous  to  the  free-martin — 

"An  important  point  to  settle  in  such  is  whether  there 
was  a  twin  birth.  Sebald,  von  Jennecker,  Gohier,  and  others 
give  no  information  on  the  nature  of  the  birth.  If  the  horse 
is  advanced  in  age  information  cannot  be  obtained.^ 

"  7°.  En  quoi  consiste  le  veritable  caractere  de  ce  vice  de 
conformation,  tant  dans  la  bete  bovine  mfde  que  femelle  ? 

"In  speaking  of  the  hermaphrodites  Numan  singles  out 
what  he  has  described  as  female  hermaphrodites  for  special 
consideration,  the  female  hermaphrodite  being  Hunter's  free- 
martin.  In  these  the  horns  are  distinguished  by  being  wide 
apart,  very  fine  like  those  of  the  ox,  by  a  narrow  long  head 
and  a  condition  of  the  bones  (ossature)  less  strong  pro- 
portionately to  their  size.  They  are  extraordinarily  liable 
to  be  fat,  and  have  the  flesh  delicate  and  very  tender.-  The 
vulvar  labia  are  more  or  less  imperfect,  the  labia  minora 
small  and  atrophied,  clitoris  often  voluminous,  and  longer 
than  in  the  normal  cow.  It  is  not  rare  for  it  to  go  beyond 
the  labia  and  be  then  somewhat  like  a  small  gland.  The 
vagina  is  absent  or  less  deep,  narrow  or  terminating  soon  in 
a  cul-de-sac.  The  uterus  is  at  the  same  time  very  incomplete, 
and  the  body  is  often  hardly  recognisable  and  obliterated. 
In  certain  cases  it  only  presents  a  rudiment  of  a  membranous 
expansion  with  cords  and  knots  here  and  there,^  and  sometimes 

^  This  is  a  difficulty  in  sale  cattle,  as  usually  no  history  can  be 
given  as  to  whether  the  animal  was  one  of  twins  or  single.  In  one  free- 
martin  I  learned  from  the  owner  that  the  animal  was  from  a  single 
birth. 

2  John  Hunter  mentions  this  as  a  belief  in  England.  Sometimes 
they  are  not,  and  perhaps  there  is  then  more  testicular  tissue  than  usual. 

^  I  have  seen  this  twice  or  thrice. 
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a  thin  broad  outline  of  the  cornua.  The  cornua  are  always 
defective,  but  the  tubes  and  ovaries^  are  present  in  a  very 
imperfect  condition,  and  in  place  of  ovaries^  one  finds  balls 
of  fat  (des  i^clotes  graisseuses)  studding  the  borders  and  surfaces 
of  the  broad  ligaments.-  Two  such  were  discovered  during 
the  siege  of  Maestricht  (1838-39)." 

Here  Numan  makes  an  important  statement  which  I 
quote : — 

"  Dans  les  hermaphrodites  femelles,  il  n'y  a  jamais,  autant 
que  mes  recherches  me  permettent  de  I'affirmer,  melange 
d'organes  genitaux  mclles  et  femelles  et  le  noni  d'animaux  a 
double  sexe  d'herma23hroditcs  ou  Zivitters,  que  leur  donnent  les 
auteurs  fran(jais,  anglais  et  allemands,  est,  par  consequent, 
inexact.  La  nature  de  I'imperfection  depend  plutot  d'un 
developpement  incomplet  de  I'appareil  sexuel,  dont  la  cause 
premiere  reside  dans  une  perturbation  de  la  force  de  formation 
a  une  epoque  pen  avancee  de  la  vie  fcetale.  Elle  doit  done 
etre  attribuee  tout  simplement  a  un  arret  dans  revolution " 
{He  mmungsh  ildung). 

This  is  an  excellent  statement,  and  places  Numan's  work  on 
a  high  plane.  Had  he  interpreted  the  supposed  canals  of 
Gartner  and  the  projections  from  them  as  the  vasa  deferentia 
and  vesiculfe  seminales  and  not  as  the  analogous  Gartner's 
canals  he  would  at  once  have  seen  that  what  he  described  as 
ovaries  must  be  testes.  There  was  unfortunately  no  micro- 
scopic examination  in  his  time.^ 

He  now  goes  on  to  describe  what  he  believed  to  be  Gartner's 
canals. 

"  Plate  II.,  Fig.  3,  represents  these  glandulo-tubular  organs 
such  as  are  seen  in  one  of  the  hermaphrodites  I  have  dissected 
after  having  injected  them  with  mercury.     They  are  displayed 

^  Really  testes.  -  This  is  well  shown  in  the  plates. 

^  He  recounts  a  case,  however,  by  Gurlt  where  the  microscope  was 
used. 
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completely  and  in  a  developed  condition,  I  have  neglected 
their  existence,  my  attention  not  being  fixed  on  this  organic 
system;  but  one  can  see  the  exact  drawings  of  these  in  the 
subjects  I  examined.  In  Plate  IV.^  these  glandulo-tubular 
organs"  (really  vasa  deferentia  and  vesiculfe  seminales)  "are 
entirely  broken  up  (brisks),  the  uterine  neck  being  entirely 
formed  by  their  scattered  elements  or  been  mingled  with  them. 
In  my  remarks  on  hermaphroditism  of  the  bull  I  shall  again 
have  occasion  to  return  to  Gartner's  body  "  -  (or  canal). 

Numan  then  goes  on  in  an  important  note  to  abstract  and 
add  to  the  original  paper  by  Gartner,  and  I  therefore  transcribe 
it  as  a  whole. 

Kuman's  Note  on  Gartner  s  Canals. — The  observations  of 
Gartner,  a  Dane,  on  the  persistent  Wolffian  ducts  in  the  cow 
and  sow  are  often  quoted,  but  no  statement  as  complete  a& 
Numan  gives  in  this  note  in  his  monograph  is  known  to  me 
in  English,  and  I  therefore  quote  him  in  full  on  this  point : — 

"Quoique  Galien  (libr.  ix.  De  dissectione  vulva;)  paraisse 
deja  avoir  connu  ces  organes  et  qu'ils  aient  ete  decrits  par 
Malpighi  {Upistola  ad  Sponinm,  pag.  26)  et  par  Haller  (Ulementa 
Phys.,  libr.  xxvii.  au  mot  Muliebria)  ils  semblent,  depuis  ces 
anatomistes  avoir  ete  perdus  de  vue,  et  leur  histoire  est  tombee 
dans  I'oubli,  au  point  que,  dans  les  ouvrages  modernes  de 
medecine  veterinaire,  de  physiologic  et  d'accouchements,  on  les 
passe  sous  silence,  ou  on  ne  les  indique  que  superficiellement. 
Le  medecin  danois  H.  Gartner,^  fut,  par  hasard,  remis  sur  leur 
trace;  il  en  fit  I'objet  d'un  examen  special,  et  ou  leur  donna 
son  nom.  On  en  trouve  une  description,  avec  figures,  dans 
Kongelige  Danske  Videnhahernes  selskabs  Naturvidenshalelige  og 

1  In  Numan's  Atlas. 

^  What  Numan  means  is  this.  In  what  he  termed  female  herma- 
phrodites vasa  deferentia  and  vesiculfe  seminales  are  present,  as  figured 
by  Hunter.  Numan  thought  they  were  Gartner's  canals,  and  figured 
the  sexual  glands  as  ovaries.  In  the  Stiermartin  the  testes  are  more 
evident,  and  he  saw  they  were  bulls,  and  therefore  this  explanation. 

•^  Usually  written  Gartner  in  English  as  if  he  Avere  a  German. 
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Mathematische  Afhandlinger ;  Kiobenhavn,  1824,  Forste  Deel, 
page  279,  sous  le  titre :  Anatomisk  heskrivelse  over  et  ved  nogle 
dyr — arters  uterus  untersogt  glandulost  organ.  Ce  travail  est 
analyse  clans  Ifedicinische  Zeitung,  1824,  S.  104.  L'attention 
des  principaux  physiologistes  est  encore  une  fois  fixee  sur  ce 
svsteme  d'organes.  Ce  sont  des  corps,  partie  glanduleux,  parti 
tubiformes,  situes  a  I'orifice  et  au  col  de  la  matrice;  ils 
s'etendent  le  long  du  corps  et  des  cornes  de  cet  organe,  vers 
les  ovaires  oil,  san  les  atteindre,  ils  se  perdent  dans  les 
ligaments  larges.  En  bas  et  en  arriere  ils  se  terminent  de 
chaque  cote,  a  la  hauteur  du  canal  de  I'uretre  par  une  ouverture 
dans  le  vagin.  Ces  organes  existent  chez  le  cochon,  la  vache 
et  aussi,  suivant  quelques-unes,  chez  la  jument.  Leur  com- 
position et  leur  direction  ne  sont  pas  les  memes  chez  ces  divers 
animaux;  ils  n'ont  pas  le  meme  developpement  a  toutes  les 
periodes  de  la  vie,  et  dans  tons  les  cas,  on  ne  les  voit  pas  aussi 
distinctement ;  cela  depend  du  rut,  de  la  gestation  et  d'autres 
circonstances.  Plusiers,  entre  autres,  Hildebrandt  {Handluch 
der  Anatomie  des  Menschtn,  Braunschweig,  1832,  Th.  iv.  S.  445, 
447),  Jacobson,  Baer,  Eathke  {Ueher  die  Bildung  dcr  Samen- 
leiter,  der  Fallopische  Tromijete  und  der  Gartner sche  Kancile  in 
der  Gchdrmutter  dcr  WiederJcduer,  dans  Meckel's  Archiv  filr 
Anat.  v.nd  Phys.,  Bd.  vi.  S.  379).  Miiller  {Bildungsgeschichte 
der  Genitalicn,  Dusseldorf,  1830,  S.  127),  Gurlt  {Lehrht.ch  dcr 
vergleicliende  Physiologic  der  Haussdugethicre,  Berlin,  1837,  S. 
239)  regardent  les  canaux  de  Gartner  comme  les  debris  des 
canaux  excreteurs  des  corps  de  Wolff,  ou  du  moins  comme 
etant  en  rapport  avec  ces  derniers.  Gurlt  suppose  que  les 
oro;ans  ou  canaux  de  Gartner  se  retrouvent  chez  tons  les 
animaux,  quoiqu'  on  ne  les  observe  distinctement  que  dans  les 
ruminants  et  les  solipedes. 

"Dans  les  Anatomische  Abhildungen  der  ITaussdugethiere, 
pi.  74,  figures  2,  8,  8,  de  Gurlt,  deux  ouvertures  sont  indiquees 
sous  la  denommation  d'orifices  des  conduits  vaginaux ;  on 
veut,  sans  doute,  designer  les  ouvertures  des  canaux  de  Gartner. 

"  Apres  un  grand  nombre  de  tentatives  reiterees  et  vaines, 
j'ai  enfin  acquis  la  conviction  que  dans  le  mouton,  on  rencontre 
des  rudiments  de  ces  organes ;  ils  s'abouchent  par  deux  orifices 


106   Nu:\rAN,  the  vetepjnakiax  and  compaeative  anatomist, 

dans  le  vagin,  pres  du  canal  de  I'uretre:  je  n'ai  pas  reussi, 
jusqu'  a  present,  a  y  faire  penetrer  une  injection  mercurielle. 

"  Gartner  remarque  que  leur  ouvertures,  dans  le  vagin  de 
la  vache,  sont  plus  graudes  que  chez  le  cochon,  et  qu'elles  sont 
situ^es  plutot  en  avant  que  sur  le  cote  de  Torifice  de  I'uretre. 
Ces  corps  commencent  par  deux  dilatations,  sous  forme  de 
poches,  appelees  petites  tetes  (capitula);  celles-ci  se  trans- 
forment  en  deux  canaux  qui  se  dirigent  en  liaut,  le  long  de  la 
face  interne  du  vagin,  et  arrivent  j usque  pres  de  I'orifice  de 
la  matrice.  Ici  ils  s'arretent  et  paraissent  se  terminer ;  mais 
ils  plongent  dans  le  tissu  du  col  de  I'uterus,  et  se  representent 
la  oil  le  col  se  confond  avec  le  corps  du  viscere.  lis  reparaissent 
encore  a  la  face  inferieure  de  la  matrice,  remontent  le  long 
du  corps,  se  derigent  concentriquement  avec  les  cornes,  et 
disparaissent  a  quelques  pouces  de  distance  des  ovaires. 

"  La  partie  du  canal  qui  appartaient  au  col  de  la  matrice, 
est  sujette  chez  la  vaclie,  a  des  changements  determines  par 
I'age  et  la  fecondation  de  la  bete.  La  continuite  de  la  portion 
vaginale  et  de  la  portion  uterine  est  ordinairement  rompue, 
en  apparence.  Dans  la  region  ou  les  canaux  rampent  sur  le 
col  uterin,  on  trouve  une  rangce  de  petits  elevures  ou  tubercules, 
qui  ont  un  aspect  glanduleux,  et  qui  doivent  etre  consid^res 
comme  un  lien  entre  les  deux  parties  priucipales  de  ces  tuyaux. 
Parfois,  il  existe,  au  lieu  de  ces  tubercules,  un  veritable  canal. 
Celui-ci  prc'sente  alors  des  dilatations  sur  les  parties  laterales ; 
des  vaisseaux  sanguins  les  tapissent ;  il  semble  etre  un  conduit 
excreteur  commun.  Ces  dilatations  donnent  parfois  au  canal 
la  forme  d'une  spirale.  Dans  un  cas  oil  le  canal  etait  ainsi 
contournd  d'un  cute,  il  se  presentait,  de  I'autre  cote;  une  quantite 
de  cellules  dilat(^es,  dont  quelques-unes  avaient  une  durete 
presque  cartilagineuse,  et  une  ouverture  assez  grande,  pour 
y  introduire  le  bout  du  doigt.  C'est  chez  la  vache  adult  que 
cette  forme  est  la  plus  prononcee.  Les  tubercules  sont  parfois 
remplis  d'une  matiere  muqueuse.  II  est  rare  que  les  canaux 
des  deux  cotes  du  col  uterin,  aient  le  meme  developpement; 
car,  quand  on  trouve  d'un  cute  un  canal,  il  y  a  de  I'autre, 
des  elevures  glandulaires.  Dans  le  veau  le  canal  est  moins 
interrompu,  et  non  tout  a  fait  spiral.     Les  cellules  rcssemblant 
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ii  cles  tumeurs  cystique,  sont  en  plus  grand  nombre  chez  la 
vache,  en  automne,  que  pendant  les  mois  de  Janvier  et  de 
f^vrier.  De  tres-jeunes  veaux  pr(^sentent  le  canal,  niais  il  n'a 
pas  acquis  son  entier  developpement,  le  mercure  ne  penetre  pas 
an  dela  de  la  partie  inferieure  de  I'ouverture,  pres  de  I'orifice 
de  la  matrice.  Dans  quelques  cas,  on  reussit  a  le  pousser 
j usque  sur  le  col  ut^rin. 

"  On  voit  par  cette  brieve  description  que  je  n'ai  donn^e 
que  sous  forme  d'extrait,  d'apres  une  traduction  du  Memoiie 
sur  les  corps  de  Gartner,  ecrit  en  Danois,  qu'il  existe  beaucoup 
d'anomalies  dans  leur  composition ;  j'en  ai  eu  la  preuve  dans 
mes  recherches,  en  les  injectant  chez  les  vaches  pleines  et  non 
f^condees,  ainsi  que  chez  celles  qui  avaient  vele  depuis  pen. 
Je  ne  pourrais  dire  positivement,  avec  lequel  de  ces  divers 
etats,  leur  plus  ou  moins  de  developpement  est  generalement 
lie :  de  nouveaux  travaux  sont  n^cessaires, 

"Les  veritables  fonctions  de  ces  organes  ne  sont  pas  encore 
demonstrees.  On  a  pretendu  qu'ils  servaient  de  conduits  pour 
amener  le  fluide  seminal  jusqu'aux  ovaires,  et  que  la  fecondation 
aurait  lieu  par  cette  voie.  Ces  canaux,  quoique  s'approchant 
les  ovaires,  n'ont  cependant  aucune  communication  directe  avec 
eux:  cette  hypothese  est  done  peu  probable.  La  structure 
glandulaire  des  corps  tuberculeux,  la  direction  tortueuse  des 
tuyaux,  semblent  faire  naitre  I'idee  qu'ils  sont  plutot  destines 
a  une  secretion  et  a  une  excretion  qu*  a  absorber.  Servent-ils 
peut-etre  a  secreter  un  liquide  qui  est  repandu  chez  les  femelles, 
pendant  la  copulation,  in  summa  coitus  extasi. 

"  Les  anciens  croyaient  que  la  fecondation  avait  lieu  par 
le  melange  des  fluides  spermatiques  du  male  et  de  la  femelle 
{Semper  enim  partus  duplici  de  seminc  constat,  Lucrece).  Je 
ne  me  hasarderai  pas  a  decider  la  question,  mais  je  pense  qu'un 
systeme  d'organes  aussi  etendu  et  aussi  compliqu6  que  les 
corps  de  Gartner,  n'est  ni  sans  but,  ni  sans  signification ;  ils 
sont  dans  un  rapport  direct  avec  les  fonctions  genitales  quelle 
que  soit  I'infiuence  qu'ils  exercent.  Ce  sujet  merite  d'etre 
soumis  a  de  nouvelles  explorations  " 

This  is  a  valuable  account  of  Gartner's  original  paper  on 
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what  are  now  termed  Gartner's  canals,  especially  as  it  draws 
attention  to  the  parts  analogous  to  the  vesiculse  seminales.  It  is 
remarkable  that  although  ISTuman  mentions  the  opinions  of 
Miiller  and  others  {vide  antea),  viz.,  that  they  represent  the 
Wolffian  ducts,  he  does  not  dwell  on  this  happy  and  accurate 
comparison,  but  gives  as  his  conclusion  the  opinion  stated  in 
the  last  two  paragraphs  of  the  quotation. 

"  I  may  remark  that  all  those  hermaphrodites  ^  are  really 
bulls  {veritables  taureaux)  whose  sexual  apparatus  is  malformed. 
There  is  shortening  of  the  phallus  and  convolutions  and 
curvatures  are  present.  The  phallus  does  not  therefore  project 
much  under  the  abdomen,  arises  a  little  distance  from  and  below 
the  anus,  and  shows  externally  aio  travers  cluperin(!e  where  it  is 
covered  with  hair.  It  will  not  be  difficult  to  distinguish  male 
and  female  hermaphrodites  by  the  characteristics  I  have  given. - 
The  former,  among  other  things,  have  throughout  ^  male  sexual 
feeling  and  desire  to  approach  the  female.  Xot  having  found 
any  mixture  of  sex  in  them  they  should  not,  it  appears  to  me, 
any  more  than  the  females  of  this  category,  be  placed  among 
bisexual  or  hermaphrodite  animals.  It  would  be  better  to  look 
on  them  as  a  perturbation  or  irregularity  of  the  force  of  forma- 
tion, the  chief  cause  being  the  incomplete  development  of  the 
sexual  apparatus,  and  as  a  consequence  the  absence  of  certain 
parts,  such  as  the  scrotum  and  testicles.  The  division  of  the 
urethra  and  scrotum  which  the  hermaphrodite  males  often 
show  can  be  referred  to  a  similar  cause.  I  shall  endeavour 
subsequently  to  demonstrate  this. 

^  This  may  mean  the  Stiermartin  or  all  the  specimens  of  free-martin 
figured,  probably  the  former. 

-  This  clearly  shows  what  is  not  quite  evident  at  some  parts  of  the 
monogra])h,  namely,  that  Numan  considered  the  ordinary  free-martin 
as  a  female  hermaphrodite.  The  Stiermartin,  which  he  hrst  described, 
he  considers  as  a  male  hermaphrodite,  basing  his  idea  of  herma- 
phroditism on  the  lower  tract  condition  and  not  on  the  sexual  glands. 

•'  John  Hunter  says  the  opposite  as  to  the  ordinary  free-martin. 
The  Stiermartin  may,  however,  have  such  desire,  as  it  has  more  of  the 
external  male  tract  and  better  developed  testes. 
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"Male  animals  with  defective  coufurmation,  such  as  the 
horse,  the  ram,  the  buck,  goat,  and  dog,  described  as  bisexual 
or  as  true  hermaphrodites,  do  not  differ  from  the  bull  as  to 
genital  anomalies.  It  has  seemed  necessary  to  me  to  add 
to  this  memoir — as  subjects  of  comparison,  and  to  clear  up 
some  of  the  facts — descriptions  and  illustrations  of  certain 
instances,  but  not  having  had  any  opportunity  of  seeing  such 
anatomically  in  the  horse  and  ass  I  refer  the  reader  to  the 
following  authors.^ 

"  In  a  horse  examined  by  Gohier  one  found  small  testes 
between  the  aponeurotic  expansion  of  the  great  oblique 
abdominal  muscles,  the  defective  (joretendus)  mammillfe  and 
the  skin ;  the  vessels  were  small  and  their  lumen  imperceptible. 
The  vesiculse  seminales  were  small  and  the  prostate  and  the 
phallus  showed  nothing  remarkable.  The  horse  had  perfect 
tushes  and  male  sexual  habits."-^ 

"  In  another  case  by  the  same  author,  scrotum  and  testes 
were  absent ;  two  mammillae  were  very  evident,  and  strong 
tushes  were  present.  No  internal  sexual  organs  were  found. 
An  analogous  case  by  Tennecker  is  quoted, 

"  If  one  admits  that  the  presence  of  the  chief  genital  organs 
of  the  two  sexes  is  necessary  to  constitute  veritable  herma- 
phroditism— that  the  existence  of  an  ovary  or  of  one  or  two 
testes  with  their  epididymis  is  de  rigueur — one  concludes  that 
these  were  not  true  hermaphrodites.  The  absence  of  certain 
parts  and  of  the  scrotum  does  not  suffice  to  establish  herma- 
phroditism, as  the  absence  of  a  sexual  organ  does  nofc  differ 
from  other  anomalies  imr  defctut.  It  is  still  necessary,  if  I  am 
not  deceived,  to  distinguish  imperfection  of  sex  ccnd  nentrcdity 
frovi  hermaphroditism.^ 

1  N'uman  gives  in  pp.  125  and  126  many  authorities  inaccessible  to 
me.  Home  is  the  only  English  author  quoted  (Phil.  Trans.,  1799, 
p.  158). 

-  This  looks  like  a  case  of  undescended  testes.  No  mention  is  made 
of  the  condition  of  the  external  genitals  as  having  any  female 
characteristics. 

^  Nothing  could  be  put  more  admirably,  especially  the  underlined 
portions.  It  is  the  neglect  of  these  principles  that  has  made  the 
present-day  confusion  in  regard  to  hermaphroditism. 
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"  Certain  anatomists — Hunter,  Mascagni,  Scarpa,  Bork- 
hausen,  and  several  others — have  described  and  figured  these^ 
individuals  as  true  hermaplirodites  in  which  they  assert  (on 
pretend  avoir)  they  have  found  the  generative  organs  proper 
to  both  sexes  in  one  and  the  same  animal.  It  would  be 
perhaps  rash  to  deny  boldly  the  value  of  the  observations 
of  these  celebrated  men  and  to  assert  in  fact  that  they 
had  erred  in  their  investigations.  I  recognise  equally  the 
importance  of  the  considerations  stated  by  other  physiologists 
not  less  renowned  touching  the  non-existence  of  hermaphro- 
ditism in  the  true  sense  of  the  word,  and  founded  on  their 
anatomical  data.  J.  Midler  thinks  that  those  who  have 
believed  that  they  saw  a  mixture  (mclcmge)  of  the  sexes  in 
one  and  the  same  individual  are  in  error.  He  maintains  that 
he  has  never  met  at  the  same  time  testes  and  ovaries,  and  then 
o-oes  on  to  detail  the  possible  errors  in  observation.  Who, 
he  asks,  guarantees  us  the  conscientious  examination  of  the 
oro-ans  in  the  anomalies  described  up  to  this  time?  VTho 
has  seen  the  vasa  deferentia  of  the  testes  ?  "Who  has  examined 
the  epididymis?  Numan  emphasises  the  above  by  his  own 
observations  and  goes  on  to  criticise  Hunter's  cases.^  This 
is  of  interest,  and  I  therefore  give  it  fully. 

"  Hunter  describes  a  hermaphrodite  animal  which  resembled 
an  ox  more  than  a  bull  or  cow.  The  vagina  was  blind,  and 
terminated  a  little  above  the  urethral  orifice,  and  at  this  point 
it  was  closed  as  well  as  the  uterus.  The  latter  viscus  was 
divided  into  two  horns,  at  the  extremities  of  which  were 
testes  in  place  of  ovaries.  They  were  more  than  twenty 
times  the  size  of  a  cow's  ovary  and  also  as  big  as  a  bull's 
testes.  The  vesiculae  seminales  or  pouches  (hcutel,  bags)  were 
placed  between  the  bladder  and  uterus;  their  ducts  opened 
in  the  vagina  a  little  above  the  urethral  orifice,  but  one  cannot 
discover  anything  which  had  any  relation  to  the  vasa  deferentia. 
The  external  genitals  were  more  those  of  a  cow  than  a  bull, 
the  clitoris  feminine,  and  not  in  size  between  the  clitoris  and 
phallus,   as    one   notes   in   the    hermaphrodite   horse   Hunter 

1  Numan  quotes  Hunter's  well-known  Observations  on  Different 
Parts  of  the  Animal  (Economy,  Scheller's  translation. 
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describes.!  There  were  four  inammillce,  and  the  glandular 
substance  was  small. 

"Numan  next  describes  Mr  Arbuthnot's  free -martin 
(PI.  I.  of  Hunter's  monograph),  where  Hunter  stated  there 
were  ovaries  and  testes.  This,  however,  is  a  mistake,  as 
Spiegelberg  showed  in  his  case  that  the  two  bodies  were 
testes  and  Wolffian  body  remains.  Finally,  he  gives  Hunter's 
third  case,  Well's  free-martin,  and  criticises  Hunter  for 
describing  certain  parts  of  the  narrow  tulles  as  vasa  deferentia, 
and  states :  '  II  me  scmble  qu'on  trouve  dans  ces  descriptions 
des  indications  non  equivoques  que  les  canaux  et  les  corps  de 
Gartner  ont  dte  confondus  avec  les  conduits  ddf^^rents  et  les 
vesicules  seminales.'  Hunter,  however,  was  right,  and 
Numan  made  a  cardinal  mistake  in  describing  the  vasa 
deferentia  and  vesicuhie  seminales  in  certain  of  his  cases 
as  Gartner's  canal  and  body.  Had  he  not,  he  would  have 
had  the  honour  of  showing  that  the  ordinary  free-martin 
is  a  defective  bull  like  the  Stiermartin,  i.e.  all  free-martins 
are  male  in  sex. 

"8°.  A  quelles  causes  les  plus  probables  doit-on  attribuer 
cette  anomalie  ? 

"This  is  the  last  question  Numan  considers,  and  does  so 
at  considerable  length.  I  must  take  it  up,  however,  briefly 
for  reasons  of  space.  Numan  passes  from  his  abundant  facts 
to  speculation.  J'arrive  sur  la  terrain  de  la  S20^culation  is 
his  statement.  He  points  out  that  animals  destined  to 
produce  one  foetus  at  a  birth  are  apt,  in  producing  twins,  to 
have  one  of  them  deformed.  Meckel  and  Vrolik,  whom  he 
quotes  on  this,  point  out  that  apparently  the  force  to  produce 
one  subject  is  not  sufficient  for  two,  and  one  naturally  recalls 
allantoido-angiopagous  twins  in  this  idea. 

"  In  animals  giving  rise  to  several  young,  as  in  ewes,  sows, 
etc.,  when  the  number  is  above  the  average  foetuses,  less 
developed  or  defective  are  found  to  occur.  The  ajitportion- 
ment  of  the  force  of  formation  among  several  individuals  at 
one  time   and    the   insufficiency   of   nourishment   may   check 

^  This  is  Hunter's  Mr  Wright's  case.  I  have  compared  Hunter's 
test  and  plate  and  tind  Xuman  accurate  in  his  summary. 
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coiiiiiii  (ilonu'uts  tliat.  arc  pntpcr  to  (Icvolopnunit.  The  same 
\\ill  hold  in  llio  cdw  if  we  regard  twiuniiiij;  in  man  and  in 
cattle  in  the  same  light.  Gurlt  gives  a  statistical  tahle  of 
740  monstrosities  in  domestic  mammals,  the  proportions  being 
as  follows : — 

"  The  ass  ,  .  .3 

The  mule  .  .  .3 

IMie  goat  .  .  .24 

The  horse  .  .       5G 

The  cat  .  .  .71 

The  dog  .  .  .78 

The  pig  .  .  .87 

The  sheep  .  .  .179 

The  cow  .  .  .     239" 

One  sees  from  this  how  bovine  animals  greatly  outnumber 
those  of  other  species  in  the  number  of  deformities.  He  draws 
a  graphic  picture  of  the  artitii-ial  life  of  the  cow,  and  thinks 
that  this,  especially  the  persistence  of  lactation  during  gesta- 
tion, disturbs  nutrition  and  affects  the  offspring  in  the  direction 
of  deformity.  The  persistent  confinement  of  the  animal  to  a 
constrained  position  he  also  thinks  a  factor. 

He  discusses  Earl  Spencer's  vahuible  researches  ^  as  to  the 
duration  of  gestation  in  the  cow,  but  I  postpone  the  considera- 
tion of  these  to  another  occasion. 

Numan  thinks  that  double  and  monstrous  births  are 
inllueneetl  by  local  and  temporary  causes — atmosphere,  vegeta- 
tion, force  of  rut,  and  so  on — but  this  need  not  be  detailed,  and 
some  of  his  results  are  based  on  error — for  instance,  that  of  the 
ovdinarv  free-martin  being  a  female  hermaphrodite  instead  of 

'  Ivivl  Siieni'or's  statistics  are  valuablo.  In  7G4  cows  the  interval 
between  insemination  and  the  birth  of  the  c;\lf  lay  between  220  and 
313  days.  The  statistics  as  to  the  biitlis  are  340  cow-calves,  395  bull- 
calves,  7  twin  cow-calves,  5  twin  bull-calves,  and  11  free-martins,  the 
last  all  sterile  and  described  as  11  twin  cow-  and  bull-calves— an 
average  of  1  in  G9. 
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a  sexually  imperfect  male.  He  notes  that  the  potent  twin  is 
usually  larger  and  first  born.  According  to  him  the  peasants 
say:  "Zc  male  s'est  rendu  mattre  de  la  femelle,  en  lui  ravissant 
une  partie  de  la  nourriture  qui  revenait  a  cette  derniere."  In 
conclusion,  Numan  discusses  the  effects  of  castration  in  the 
male,  and  compares  such  with  the  free-martin.  He  also 
applies  skilfully  the  physiology  of  his  time  to  elucidating  the 
nature  of  the  rudimentary  mamma,  but  as  this  summary  has 
already  run  to  some  length  I  omit  all  reference  to  this  part. 
He  finally  and  rightly  finishes  by  asserting  that  such  mon- 
strosities are  not  hermaphrodites,  in  spite  of  the  general 
opinion  of  his  time  to  the  contrary. 

The  Atlas. 

The  atlas  itself  is  a  handsome  large  quarto,  text  and  plates 
separately  bound  in  green  paper.     The  titles  are — 

YEEHAXDELIXG 

OYER    DE 

ONVRUCHTBAEE  RUXDEEX 

BEKEND  OXDEE  DEX 
XAAM  VAX 

k^at:enex, 

in  verband  tot  sommige  andere 

dieren  met  misvormde 

geslachtsdeelen 

Met  23  groot-kAvarto  platen 

DOOE 

De  a.  Xumax,  etc. 
Uteecht 

X.  Van  dee  Moxde 

1S43 

H 
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For  the  plates  the  title  is — 

PLATEN 

BEHOORENDE  BIJ  DE 

VERHANDELING 

OVER   DE 

ONVRUCHTBARE  RUNDERN 

BEKEND  ONDER  DEN  NAAM  VAN 

KWEENEN, 

in  verband  tot  sommige  andere 

dieren  met  misvormde 

geslachtsdeelen 

DOOR 

Dr  a.  Numan 

23  Platen 

Utrecht 

N.  Yan  der  Monde 

]  843 

A  fairly  long  list  of  subscribers  to  the  monograph  is  given, 
but  they  are  all  Dutch.  W.  Vrolik  of  Amsterdam,  the  author  of 
the  well-known  atlas,  Tcibula:  ad  ilhistrandam  emhryogen^sin 
hominis  et  mammalium,  tam  naturalem  quam  ahnormem  (1849), 
is  a  subscriber.  The  plates  themselves  are  large  and  very 
artistically  executed.     They  are  briefly  as  follows : — 

PI.  I. — Vaarskween  or  free-martin.  PI.  IT. — Internal 
organs  of  I.  with  small  separate  portions  of  testes  described 
as  ovaries  (eijernesten) ;  vasa  deferentia  and  vesiculas  seminales 
described  as  Gartner's  canals  (onvolkommene  Gartnersche 
buizen);  the  external  genitals  are  figured.  PI.  III. — Internal 
organs  (Pig.  1)  and  external  genitals  of  a  vaarskween;  ovaries 
and  Gartner's  duct  described  instead  of  testes,  vasa  and 
vesiculse  seminales.  PI.  IV. — As  in  III. ;  much  as  in  II.  and 
III.,  but  a  great  many  clumps  of  fat.     PL  V. — As  in  PI.  IV. ;. 
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internal  organs  as  in  others.  Plate  VI. — Another  vaarskween 
or  free-martin.  PI.  VII. — Internal  organs  of  animal  in  Yl. ; 
well  marked.  PI.  VIII. — Organs  in  PI.  VII.,  but  vasa 
deferentia  and  vesiculse  seminales  injected  with  mercury  and 
well  displayed.  PL  X.  is  what  Numan  calls  a  stierkween ;  is 
like  the  free-martin,  but  has  a  rudimentary  prepuce  (see  text). 
PI.  XL — Internal  organs  of  X.,  and  shows  condition  differing 
from  previous  ones;  testes,  vasa  deferentia,  epididymes,  etc., 
present ;  Numan  describes  this  correctly  as  a  male.  PI.  XII. — 
Another  Stierkween.  PI.  XIII. — Internal  organs  of  XII ; 
these  resemble  the  vaarskween  (Hunter's  free-martin),  and  not 
the  stierkween  of  PI.  X.  PI.  XIV. — Internal  organs  of  another 
stierkween  with  long  prepuce;  testes  rightly  described.  PI. 
XV— Calf  with  double  scrotum  (balzaak).  PL  XVI.— The 
same  as  in  XV,  with  rump  held  up  to  show  parts  on  lower 
surface  of  abdomen.  PL  XVIII. — Eight-year-old  hengstkween 
or  stallion  with  external  parts  of  mare;  testes  undescended. 
PL  XIX. — Another  hengstkween ;  phallus  pendent  vertically. 
PL  XX. — Hengstkween  with  phallus  pendent  (Figs.  1  and  2); 
directed  backwards  in  Figs.  3  and  4 ;  rudimentary  mammse. 
PL  XXI. — As  in  XX. ;  phallus  directed  backwards.  Pis. 
XXII.  and  XXIII.  give  figures  of  goats,  a  ram,  and  a  sheep 
whose  external  organs  simulate  or  are  equivalent  to  the  free- 
martin  condition,  but  the  internal  organs  were  not  obtained, 
and  therefore  it  is  needless  to  describe  them. 

The  question  still  remains  unsolved  why  cattle  should  have 
in  their  offspring  such  a  preponderating  number  of  twins 
derived  from  one  zygote,  and  with  unequal  segregation  of  the 
doubled  determinants  in  the  zygote.  One  can  only  note  that 
the  cow  has  more  of  the  non-potent  elements  in  the  shape  of 
Gartner's  canal  and  glandular  structures  than  other  higher 
mammals.  It  has  thus  a  less  complete  phylogenetic  elimina- 
tion of  the  AVolffian  ducts  concerned  in  the  establishment  of 
sex,  but  the  exact  significance  of  this,  so  far  as  it  may  permit 
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a  more  primitive  form  of  twinning  in  animals  usually  having 
uniparous  birth,  is  as  yet  in  the  dark.  The  human  species, 
sheep  and  goats,  etc.,  have  a  less  representation  of  Gartner's 
canal,  and  in  them  free-martins  are  very  rare. 

Historical  Eesume  of  the  Nature  of  the  Free-Maetin. 

Past  Olservers. — The  chief  names  associated  with  the  subject 
of  the  free-martin  are  John  Hunter,  Numan,  Simpson,  and 
Spiegel  berg. 

The  popular  opinion  tenaciously  held  for  many  years  by 
agriculturists  that  an  apparent  cow  calf  born  co-twin  with  a 
potent  is  almost  if  not  invariably  sterile,  and  presents  in  many 
respects  the  appearance  and  capabilities  of  an  ox  or  castrated 
bull,  has  been  amply  justified,  and  supports  strongly  a  plea 
much  needed  for  respect  to  the  opinions  of  practical  lay 
observers. 

John  Hunter  began  the  inquiry  in  a  most  brilliant  manner. 
Of  the  three  specimens  examined  by  him  he  stated  that  one 
had  ovaries,  vasa  deferentia,  and  vesiculse  seminales,  with  the 
external  parts  and  urinogenital  sinus  of  a  female ;  one  had  both 
ovaries^  and  testes;  and  one  testes,  the  other  parts  of  the 
genital  tract  being  much  as  in  the  first  two  specimens. 
Hunter  did  not  recognise  that  in  the  case  where  he  thought 
there  were  ovary  and  testis  the  real  organs  were  testes  and 
Wolffian  relics.  This  has  been  found  to  be  the  case  in  his 
specimens  still  preserved  in  the  Hunterian  Museum.  The 
recent  examination  of  these  by  Dr  Arthur  Keith  has  demon- 
strated this.  This  specimen  was  therefore  not  a  hermaphrodite, 
as  Hunter  supposed. 

Numan's   monograph  is  the  most   outstanding   of   all,  and 

^  Hunter  drew  attention  to  the  fact  of  the  supposed  ovary  having 
a  capsule  with  an  aperture.  Thus  the  testis  is  surrounded  by  a 
peritoneal  capsule,  a  fact  of  great  significance  in  its  bearing"  on  the 
normal  descent  of  the  testis. 
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the  only  recognition  it  received  till  lately  was  in  1861  in 
Spiegelberg's  article,  and  so  far  as  I  am  aware,  and  apart  from 
Holland,  it  became  completely  lost.  He  had,  however,  examined 
more  specimens  than  any  other  observers,  figured  their  external 
appearance  in  a  most  artistic  manner,  and  also  given  drawings 
of  the  internal  organs  in  a  most  thorough  fashion.  He 
recognised  that  in  certain  cases — the  Stiermartin — the  animal 
was  a  sterile  male,  and  also  combated  successfully  the  view 
that  the  free-martin  was  hermaphrodite.  In  this  he  was  most 
advanced,  and  far  beyond  the  current  opinion  in  many  modern 
circles. 

Numan  did  not,  however,  see  that  the  free-martin  described 
by  Hunter  was  an  imperfect  male.  He  mistook  the  vasa 
deferentia  and  vesiculae  seminales  for  Gartner's  canal  of  the 
cow  (the  rudimentary  Wolffian  duct),  and  the  testes  for  the 
ovary.  There  was  little  or  no  microscopic  examination  in  his 
or  Hunter's  day,  and  thus  the  error  was  easily  made.  He 
also  speaks  of  the  ordinary  free-martin — Hunter's  free-martin  ^ 
as  a  female  hermaphrodite,  and  the  Stiermartin — ISTuman's 
free-martin  ^ — as  a  male  hermaphrodite,  while  elsewhere  he 
states  his  non-belief  in  hermaphroditism  in  mammalia.  He 
is  the  most  learned  and  scientific  of  all  the  observers,  and 
his  bibliography  is  most  copious  and  cosmopolitan,  as  he 
quotes  Latin,  English,  German,  Danish,  and  French  observers 
abundantly  and  to  the  point.  He  must  therefore  take  rank, 
in  my  opinion,  as  a  most  celebrated  medical  and  veterinary 
scientist.  He  also  considered  in  clinical  cases  the  question 
of  a  free-martin  with  a  potent  female  and  a  non-potent 
one,  and  this  is  still  a  possible  but  as  yet  undemonstrated 
condition. 

J.  Y.  Simpson  discussed    the   question    of   the   possibility 
of  a  human  female  co-twin  with  a  potent  male  being  sterile, 
and  showed  this  was  not  the  case.     It  is  remarkable  that,  so 
*  These  terms  are  convenient. 
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far  as  is  known,  no  free-martin  exists  in  the  human  species 
where  twins  are  born,  but  I  believe  it  may  occur  as  a 
single  case  and  by  another  mechanism.  In  the  human 
species  boy  and  girl  twins  are  from  separate  non-identical 
zygotes.  The  essence  of  identical  twins  ^  (normal  or  with 
one  malformed)  is  that  one  zygote  gives  rise  to  loth,  and  that 
they  are  of  the  same  sex.  Simpson's  article  is  both  cogent  and 
scientific. 

We  now  come  to  Spiegelberg,  who  wrote  the  most  thorough 
and  scientific  paper  yet  published  on  this  subject.  His  case 
was  a  calf  free-martin  with  a  co-twin  potent  bull,  and  he 
dissected  and  identified  the  structures  in  the  peritoneum, 
examined  the  sexual  glands  and  the  structures  near  them 
microscopically,  and  identified  the  apparent  double  sexual 
glands  as  testes  and  Wolffian  body.  He  identified  and  figured 
the  following  structures: — rudimentary  Mlillerian  element  of 
uterus ;  vesiculse  seminales ;  vasa  deferentia ;  imperfect  testes  ; 
rudimentary  Wolffian  body.  His  conclusion  on  the  testes  is 
as  follows: — "Da  nun  die  betreffende  Korper  auf  beiden 
Seiten  hauptsiichlich  aus  Caniilen  bestanden,  so  ist  keiner 
von  ihnen  flir  einen  verkiimmerten  Eierstock  zu  halten :  sie 
sind  vielmehr  entschieden  in  der  Entwickelung  gehemmte 
mannlichen  Geschlechsdrilsen.  Es  wird  wohl  am  richtigsten 
sein,  die  Korper  g^  in  anbetracht  der  Zartheit  und  des 
Verlaufs  ihrer  Caniile  flir  die  rudimentiiren  Hoden,  die  nach 
aussen  gelagerten  h^  wegen  der  Grosse  ihrer  Canitle,  der 
Ausbuchtungen  derselben  fiir  die  Keste  der  Wolfif'schen 
Korper  zu  halten." 

^  See  paper  by  the  author  on  "The  Theory  of  Enzygotic  Twins," 
Udin.  Med.  Joiirn.,  October  1911. 

^  See  his  article  or  the  author's  paper  "  On  the  Free-^Iartin,"  Proc. 
Boy.  Sac.  Edin.,  1909-10. 
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Modern  Views  on  the  Nature  of  the  Free-Martin. 

The  four  great  observers  whose  views  have  been  detailed 
were  hampered,  as  every  generation  of  scientific  observers 
usually  is,  by  inadequate  knowledge  of  facts  or  defect  of 
methods.  The  defects  of  the  knowledge  of  the  time  may  be 
stated  as  follows  : — 

1.  Imperfect  Knowledge  of  how  Twins  Arise. 

2.  Inadequate   Appreciation   of  the   Rudimentary   Opposite 

Genital-Tract  Elements  in  each  Sex  of  Mammals. 

3.  Inaccurate   Conceptions  as  to  what  Co7istitutes  So-Called 

Hermaphroditism. 

4.  Mendel's  Discovery  had  not  ytt  happened. 

1.  Imperfect  Knoivledije  of  how  Twins  Arise. — The  chief 
ways  in  which  twins  arise  are — 

{a)  From  one  zygote  or  fertilised  ovum.  This  may  give 
two  identical  and  perfect  twins,  either  male  or  female ;  one 
perfect  male  and  one  imperfect  male  twin,  such  as  the  free- 
mirtin  in  cattle;  peculiarly  deformed  twins  in  man  and  other 
mammals,  known  as  allantoido-angiopagous  twins  ;  and  several 
other  monstrosities.  ^  The  possibility  of  the  free-martin  and 
its  potent  co-twin  arising  from  one  zygote  was  not  recognised 
till  B.  S.  Schultze  pointed  out  that  identical  twins  arose  from 
one  zygote. 

(&)  From  two  separate  zygotes,  the  resulting  twins  being 
of  different  sexes  or  of  the  same  sex,  and  thus  non-identical. 
This  explains  the  puzzle  to  the  old  observers  of  a  twin  bull 
and  cow  calf  both  perfect  in  sex.  Possible  calf  twins  are 
therefore  as  follows: — 

From  One  Zygote. — (1)  Identical  male  twins;  (2)  identical 
female  twins,  both  comparatively  rare;  (3)  one  potent  bull 
and  one  imperfect  and  sterile  bull,  the  free-martin  common; 
^  See  author's  paper  in  Edin.  Med.  Journ.,  October  1911. 
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(4)    one     perfect     female    and     one    imperfect     female,    not 
demonstrated  yet,  but  theoretically  possible. 

From  Two  Zygotes. — (1)  Two  non-identical  perfect  males;. 
(2)  two  non-identical  perfect  females;  (3)  one  perfect  male 
and  one  perfect  female  non-identical.  It  is  this  division  (3) 
that  gave  ground  for  doubt  until  it  was  recognised  that  the- 
free-martin  and  its  potent  brother  arise  from  one  zygote. 

2.  Inadequate  A'ppreciation  of  the  Rudimentary  Opposite 
Genital-Tract  Elements  in  each  Sex  of  Mammcds. — The  existence- 
in  the  human  female  of  the  epoophoron,  the  equivalent  of 
the  epididymis,  along  with  the  characteristic  potent  organs- 
(ovary,  uterus,  vagina)  and  the  analogous  presence  of  the 
hydatid  testis  and  prostatic  utricle  (Milllerian  and  hymeneal) 
in  the  human  male  have  been  long  known,  but  until  recently 
treated  as  interesting  but  unimportant  relics  of  a  previous 
double  sex  in  past  times.  They  are  of  the  greatest  significance 
in  the  phylogeny  of  sex,  but  I  only  point  out  their  bearing 
on  the  free-martin  at  present.  It  is  now  evident  that  the 
free-martin,  co-twin  with  a  perfect  bull,  has  served  out  to 
it  in  the  allotment  from  the  one  zygote,  the  rudimentary  organs 
based  on  a  female  type,  viz.  the  hydatid  testis  and  prostatic 
utricle  (single  or  doubled)  of  the  potent  bull  co-twin.  The 
whole  anomaly  arises  in  the  early  intrinsic  mechanism  in 
the  earliest  stages  when  the  determinants  of  the  zygote  are 
doubled  and  segregated. 

3.  Inaccurate  Concep)tions  as  to  what  Constit^ites  So-Called 
Hermaphroditism. — It  is  the  sexual  gland  that  determines  the 
diagnosis  of  sex.  The  rest  of  the  genital  tract,  when  normal,, 
makes  up  an  individual  normally  equipped  for  effective  sex. 
The  subject  cannot  be  discussed  fully,  but  no  case  of  ovary 
and  testes  has  been  established  as  co-existing  in  a  mammal, 
and  the  ovum  figured  by  Blacker  and  Lawrence  in  their 
excellent  and  careful  paper  can  be  interpreted  as  a  degenerated 
sperm   cell   in   the   debris  of  degenerated  tubular  epithelium. 
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III  the  case  of  a  six  months'  hermaphrodite  pig-foetus  given 
by  Sauerbeck  ^  what  he  figures  as  ova  might  be  considered  as 
primitive  sperm  cells,  but  it  is  difficult  to  be  certain  from  a 
drawing.  Thus  there  can  be  no  lateral  hermaphrodite  and 
no  ovotestis.  The  free-martin  has  been  called  a  transverse 
or  female  hermaphrodite,  but  it  has  vasa  deferentia,  vesiculse 
seminales,  and  testes,  and  the  lower  part  of  the  genital  tract 
is  the  developed  rudimentary  hydatid  testis  and  prostatic 
utricle  along  with  the  urinogenital  sinus.  All  this  may 
seem  dogmatic,  but  space  prevents  me  giving  the  full 
evidence  at  present. 

What  requires  to  be  kept  in  mind  is  (a)  that  the  normal 
single  mammal  has  in  the  genital  tract  non-potent  opposite 
sex  relics  which  are  necessarily  larger  in  the  adult  alleged 
hermaphrodite ;  (b)  that  the  statements  as  to  the  existence  of 
"  ova "  in  the  sexual  glands  of  alleged  hermaphrodites  are 
quite  untrustworthy,  the  alleged  "  ova "  being  more  probably 
imperfect  sperm  cells  in  isolated  and  degenerate  seminiferous 
tubules. 

4.  Mendel's  Discovery. — The  points  in  Mendelism  applying 
to  the  free-martin  are — 

1.  The  Autonomy  of  the  Unit  Characters. 

2.  The  Theories  of  Dominance  and  Recession. 

1.  The  Autonomy  of  the  Unit  Characters. — The  hydatid 
testis  and  prostatic  utricle — the  non-potent  organs — behave 
like  a  unit  character,  and  become  segregated  into  the 
free-martin,  thus  giving  it  its  degenerated  and  defective 
lower  genital  tract,  necessarily  from  its  origin,  on  a  female 
type. 

In  the  Sticrmartin  the  non-potent  organs  are  more 
represented  and  a  rudimentary  prepuce  is  present,  while  the 
testes  are  more  evident  and  farther  descended  in  one  case 
^  Frankfurter  Zeitschrift filr  Patliologie,  iii.  339,  1909. 
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of  Numan's.  The  non-potent  organs  make  up,  as  it  were, 
■one  of  the  bricks  of  the  human  female,  and  any  transposition 
is  effected  by  it  as  a  whole. 

Whether  or  not  the  non-potent  organs  are  doubled  or  trans- 
ported singly  is  not  known,  nor  do  we  know  the  condition 
■of  the  upper  poles  of  the  testes  or  of  the  prostatic  utricle 
in  the  potent  l»ull  of  the  twins. 

2.  The  Theories  of  Dominance  and  Recession. — If  one  holds 
that  these  represent  some  actual  significance,  then  the  non- 
potent  organs  are  to  be  classed  as  recessive,  and  I  have 
discussed  this  in  a  previous  paper.^  I  have  come  to  see, 
however,  that  all  that  the  term  dominant  means  in  a  unit- 
character  is  that  in  a  crossing  it  is  expressed  first  in  the 
somatic  part  of  the  zygote  of  F\  while  the  so-called  recessive 
quality  in  a  crossing  with  two  contrasted  characters  is 
distril)uted  in  a  probability  ratio  in  the  propagative  part  of 
the  plant  or  animal  of  F^,  and  that  the  recessive  being  thus 
interned  quCt  F^  in  its  propagative  part  only  appears  expressed 
in  the  plant  in  F-. 

The  essence  of  the  free-martin  is  that  it  is  one  of  twins, 
arises  from  one  zygote,  and  has  a  potent  male  brother.  It 
itself  has  defective  testes  and  vasa  deferentia  and  vesiculoe 
seminales  like  those  of  its  brother,  but  has  also  for  the  rest 
of  its  genital  tract  the  hydatid  testis  and  prostatic  utricle  of 
the  potent  bull  transferred  to  it.  It  is  not  a  hermaphrodite  or 
even  pseudo-hermaphrodite,  and  is  best  described  by  its  popular 
name,  free-martin,  as  that  involves  no  special  theory  as  to  its 
origin.  We  still  need  to  know  the  condition  of  the  internal 
sexual  organs  of  the  potent  co-twin  bull  and  of  the  remaining 
tract  of  the  ox,  as  well  as  more  definite  facts  in  regard  to  the 
skeleton,  etc. 

Numan   may    be   classed,   if    not    ranked,    with    Sprengel, 

'  See  Proc.  Roy.  Sac.  Edin.,  1909-10;  also   the  author's  Phases  of 
Evolution  and  Ileredltij. 
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Mendel,  and  Couper/  men  of  great  insight  and  genius,  whose 
work  was  not  appreciated  in  their  time.  They  had,  however, 
the  joy  and  satisfaction  of  seeing  natural  processes  clearly  and 
in  advance  of  their  time,  not  as  other  men,  and  this  must  have 
been  their  consolation  in  their  Cassandra-like  fate.- 
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expressed  afterwards.     He  adds  the  interesting  fact  that 

the  mule's  ovary  may  contain  10-15  Graafian  follicles. 
Meckel. — Handhuch  der  Pathologische  Anaioniie,  Leipzig,  1812,. 

Teil  i.  S.  14. 
ISTaegele. — "  Beschreibung    eines    Falles    von    Zwitterbildung 

bei  einem  Zvvillingspaar,"  Meckel's   Deutsche   Archiv  fur 

Physiologie,  Bd.  v.  S.  136. 

No  case  of  strict  free-martin,  one  of  twins,  has  been 
recorded  in  the  human  species.  Single  cases  analogous  to 
the  free-martin  do  occur,  and  I  have  already  mentioned 
them.  These  I  consider  as  due  to  a  loss  in  the  polar 
bodies  at  the  time  of  the  maturation  of  the  primitive  germ 
and  sperm  cell. 

In  Meckel's  Archiv  fur  die  Physiologie,^  v.  1819,  S. 
136,  there  is  a  remarkable  case  recorded  by  Naegele  of 
Heidelberg,  well  known  for  his  work  on  the  Mechanism  of 
Labour,  Naegele  Pelvis,  etc. 

Naegele  states  that  in  792  recruits  examined,  three 
cases  of  genital  deformities  were  found,  and  two  of  these 
were  twin  brothers.  Their  history  is  as  follows: — When 
born  they  were  regarded  as  girls  and  christened  as  such ; 
after  puberty  they  showed  characteristics  of  the  male  sex, 
and  therefore  donned  male  clothing  and  undertook  men's 
work. 

They  each  had  split  scrotum  simulating  labia  majora, 
each  half  with  a  testis,  etc.,  and  one  of  them  had  labia 
minora.  Both  had  an  enlarged  and  bound-down  clitoris. 
When  the  labia  were  held  apart  a  condition  simulating  the 
female  vestibule  and  urethral  orifice  was  revealed. 

Halliday  Groom  {Edin.  Ohstet.  Trans.,  vol.  xxiv.)  has 
recorded  an  almost  exactly  similar  case  met  in  two 
brothers,  19  and  21,  where  the  same  initial  mistake  was 
made  as  to  sex. 

ISTaegele's  case  is  unique  so  far  as  I  am  aware.  The 
following  is  the  explanation  I  offer : — 

^  Neugebauer  in  liis  Ilermaphroditismus  gives  an  abstract,  p.  345. 
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The  case  was  one  of  identical  twins,  similar  in 
development  in  almost  every  respect,  and  remarkable  in 
this  that  each  had  exactly  the  same  defect,  viz.  apparent 
labia  majora  (split  scrotum),  each  labium  with  a  testis  in 
it ;  absence  of  the  corpus  spongiosum  and  no  covering  to 
the  floor  of  the  urethra,  apparent  labia  minora  being 
present  except  in  the  case  of  the  second  described,  where 
they  were  awanting.     They  were  not  human  free-martins. 

I  suggest  the  following  in  explanation : — 

1.  The  one  zygote  (fertilised  ovum)  which  gave  rise  to 
them  was  formed  as  usual  by  the  union  of  two  gametes 
(ovum  and  spermatozoon). 

2.  Each  of  these  (in  the  sperm-  and  germ-cell 
condition)  lost,  prior  to  fertilisation,  certain  chromosomes, 
reducing  the  number  of  each  to  half  that  of  the  number 
necessary  for  the  zygote. 

3.  In  the  chromosomes  thrown  off  (polar  bodies)  were 
the  determinants  (hypothetical  causes  in  the  zygote  for 
the  adult  organs)  for  the  corpus  spongiosum  and  those  for 
the  closing  and  uniting  process  of  the  structures  forming 
the  scrotum  and  urethral  j3oor 

4.  The  remaining  somatic  determinants  became  doubled 
and  segregated  equally  and  laterally,  thus  giving  rise  to 
twins  identical  in  their  normal  and  abnormal  conditions. 

5.  Had  the  zygote  determinants  not  doubled,  a  single 
so-called  pseudo-hermaphrodite  would  have  resulted,  as 
in  Groom's  case  of  two  brothers  (19  and  21)  already 
mentioned. 

Sandford. — Medical  and  Physical  Journ.,  xi. 

Sebald,  G.  F. — NaturgescMchte  des  Pferdesccusbach,  1815. 
Numan  adds  a  considerable  amount  of  literature  on 
genital  deformities  in  the  horse  {Journ.  vet.  et  CKjricole, 
1844,  pp.  ]  25  and  126). 

Spencer,  Earl.^ — "On  the  Gestation   of    Cows,"    Veterinarian, 

1  This   was   the   third   Earl   Spencer  (1782-1845),  better  known  as 
Lord  Al thorp. 
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1839,  p.  722,  and  1840.  In  a  note  Numan  says:  "Chez 
nous  on  ne  I'appele  kween  que  quand  elle  reste  sterile. 
Hunter  fait  aussi  cette  distinction,  et  il  nomme  seulement 
free-martin,  une  femelle  engendree  dans  les  memes 
conditions,  mais  qui  ne  procree  pas.  Les  anglais  parais- 
sent  generalement  appliquer  la  denomination  de  free- 
martin  a  la  femelle,  qui  nait  avec  un  male  de  la  meme 
portee." 

Vaeeox. — Be  re  rustica,  lib.  ii.  cap.  v. 

Weiland. — Le  mot  "kween"  servait  a  designer  dan  les 
anciennes  laugues,  qui  ont  une  origine  commune,  une 
femme  ou  une  menagere.  Les  anciennes  Germains 
nommaient  la  femme  quen  ou  quena :  les  Suedois  qvinna. 
.  .  .  Les  anglais  ont  aussi  le  mot  quean,  provenant  de 
la  meme  racine,  comme  terme  de  mepris,  pour  designer 
une  femme  de  mauvaises  moeurs.  .  .  ,  Le  grec  yw»)  .  .  . 
bohemien  zena,  lusitanien  schena,  le  polonais  zona,  qui 
sont  etre  tous  pent  les  derivatives  du  verbe  yewav, 
engendrer:  et  auquel  se  rapportent  chez  nous,  kennen, 
hehennen  (connaitre,  reconnaitre).  En  hollandais  Kween 
designe  la  femelle  de  I'espece  bovine,  et  plus  speciallement 
une  vache  sterile.  To  this  we  may  add  that  in  "  Scots  " 
one  may  speak  of  a  "  saucy  quean." 

Youatt. — Gatth,  Their  Breeds,  Management,  and  Diseases, 
Loudon,  183-1,  p.  538. 

DESCRIPTION  OF  PLATES. 

Plate  I.— Fig.  1  (reduced  from  Numan's  Plate  VI.). — He  describes 
the  animal  as  a  speckled  three-year-old  vaarskween,  i.e.  a  heifer  free- 
martin,  Hunter's  free-martin. 

Fig.  2.— Internal  genitals  of  the  above. 

1.  The  vagina  laid   open ;    really   the   vaginal   portion   of  the 

urino-genital  sinus. 

2,  2,  2,  2.  The  broad  ligaments ;  clumps  of  fat  associated  with 

sexual  glands. 
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3.  Urethral  opening. 

4.  Opening  of  the  left  Gartner's  duct. 

5.  Opening  of  the  right  Gartner's  duct. 

6.  Duct  of  the  uterus. 

7.  The  incomplete  cornua. 

8.  Fibrous  strands  connected  with  remains  of  blood-vessels  and 

Falloi^ian  tubes. 

9.  Cornua  of  Fallopian  tubes. 

10.  10.  Great  and   small   capitula  of   Gartner's  canal ;   vesicular' 

seminales. 

11,  11,  Gartner's  canals  ;  are  really  vasa  deferentia. 

Plate  II.  (Plate  XII.  of  Numan's  Atlas) —Fig.  1.— Two-year-old 
deeply-coloured  stierkween. 

Fi(i.  2. — a,  anus ;  6,  perineum  ;  c,  perineal  cleft  with  prepuce ;  the 
glans  is  perforate. 

Fig.  3. — Internal  organs  of  above. 

a,  Urethra  opened. 

b,  Narrow  junction  of  urethra  and  bladder, 

c,  Oblong  groove  passing  into  glans. 

d,  Contorted  glans  as  in  goat  or  ram. 

e,  Retracted  muscle  of  the  phallus. 
/,  Erector  muscle, 

g,  Blind  openings. 
A,  Vesiculge  seminales, 
n,  Vasa  deferentia, 
«,  Incomplete  testes. 

Fig.  4.— a,  anus ;  h,  opening  in   perineum   with   part  like  female 
genitals  projecting ;  J,  prepuce  between  male  teats. 


The  President  said  they  were  very  much  indebted  to  Dr 
Hart.  They  had  a  guest  with  them  to-night — Professor 
Wallace — and  he  was  sure  the  Fellows  would  be  glad  to  hear 
anything  he  had  to  say. 

Professor  Wallace  said  he  was  taken  by  surprise ;  he  had 
not  intended  to  speak,  Dr  Hart's  subject  interested  him 
extremely ;  he  thought  he  ought  to  be  heartily  congratulated 
for  the  excellent  way  in  which  he  had  burrow^ed  into  the  past 
and  found  out  a  great  many  things  which  were  quite  unknown. 
The   argument   appealed   to    Prof.   Wallace   from   a   practical 
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point,  and  he  was  a  convert  to  Dr  Hart's  view  ;  he  hoped  his 
observations  would  lead  to  still  greater  discoveries.  There 
were  quite  a  number  of  things  which  were  not  easily  explained. 
Here  was  this  condition  in  cattle,  but  he  had  never  come  across 
it  in  either  the  horse  or  ewe,  or  any  other  farm  animal.  The 
•question  was,  why  cattle  alone  should  have  this  condition  ? 
He  was  glad  to  hear,  too,  that  the  Mendelians,  v^ho  certainly 
•dealt  in  a  subject  which  was  a  conundrum  to  most  people, 
were  not  quite  so  perfect,  and  that  they  were  now  going  to 
■consider  things  from  a  more  reasonable  point  of  view.  He 
was  rather  sceptical,  but  he  would  have  liked  to  have  been  a 
Mendel.  Dr  Hart  gave  great  hope  that  the  laws  of  Mendel 
might  be  able  to  show  something  practical  or  useful  in  the 
way  of  breeding.  Another  point,  which  he  could  not 
scientifically  explain,  was  that  this  condition  of  the  Free- 
martin  was  not  always  present  in  cattle — exceptions  had  been 
recorded  in  Highland  cattle.  He  hoped  Dr  Hart  would  follow 
up  this  subject  and  also  make  discoveries  in  other  regions ; 
agriculturists  and  veterinarians  had  not  kept  to  the  front. 
The  Government  had  not  helped  as  they  might  have  done; 
but  he  hoped  the  grants  which  had  now  been  given  would  lead 
to  greater  researches. 

Dr  Barhoiir  said  Dr  Hart  had  gone  into  ancient  history 
where  he  could  not  follow  him,  and  also  into  the  neighbouring 
professions.  He  congratulated  him  on  bringing  the  paper 
before  the  Society  in  so  interesting  a  manner. 

The  President  asked  another  guest,  Mr  Henderson,  to 
speak. 

Mr  Henderson  said  he  really  did  not  expect  to  be  called  on 
at  all.  He  was  simply  entranced  with  what  Dr  Hart  had  been 
able  to  put  before  them.  He  had  been  able  to  get  Dr  Hart 
one  or  two  specimens,  such  as  they  were,  of  the  male  type  with 
female  external  genitals. 

The  President  thanked  Dr  Hart  for  bringing  this,  as  Dr 
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Barbour  said,  historical  paper  before  the  Society.  It  was  a 
subject  very  few  of  them  had  had  anytliing  to  do  with,  but  he 
hoped  Dr  Hart  would  go  on  with  his  investigations,  and  bring 
them  from  time  to  time  before  the  Society.  It  was  interesting 
to  hear  that  this  was  the  first  time  the  subject  had  been 
discussed  since  the  days  of  Sir  James  Simpson. 

Br  Berry  Hart,  in  reply,  thanked  the  Fellows  for  the  way 
they  had  received  his  paper,  and  Prof.  Wallace  and  Mr 
Henderson  for  their  remarks.  The  slaughter-house  specimens 
were  not  sufficiently  carefully  dealt  with;  he  invariably  found 
the  parts  he  particularly  wished  to  get  had  been  removed. 
Prof.  Wallace's  remarks  were  very  interesting.  There  really 
was  no  explanation  of  the  Free-martin,  but  the  twins  were 
•derived  from  one  fertilised  ovum.  It  was  very  rare  to  get  a 
potent  bull  and  a  potent  cow  each  from  a  fertilised  ovum,  but 
it  might  happen.  The  subject  was  really  interesting  in 
gynecology,  because  one  might  be  called  to  a  pseudo- 
hermaphrodite in  the  male,  which  really  is  a  Free-martin 
occurring  in  a  single  case.  A  real  Free-martin  occurred  in 
twins.  When  one  came  across  a  case  in  practice  where  the 
individual  seemed  to  be  a  girl  and  then  after  a  while  developed 
like  a  boy,  it  was  really  a  male  sexual  gland  one  was  dealing 
•with.     All  these  doubtful  girls  should  be  brought  up  as  boys. 
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^Ieeting  IV. — February  14,  1912. 

Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows- 
of  the  Society :—Eobert  Abernethy,  M.D.,  F.E.C.P.E.,  10  St 
Colme  Street,  Edinburgh;  William  Anderson,  M.B.,  CIlB.,. 
Armadale,  Linlithgow ;  Alfred  Jordan  Beattie,  M.B.,  Oli.B.,. 
Eiverview,  Callander;  Arthur  James  Beveridge,  M.B.,  CM., 
Eslington,  Dollar;  L.  F.  Bianchi,  F.E.C.S.E.,  10  Ormelie 
Terrace,  Joppa;  J.  M.  Bowie,  M.L>.,  F.E.C.S.E ,  53  Grange 
Eoad,  Edinburgh;  D.  C.  Bremner,  M.B.,  CM.,  Hollybush,. 
Peebles ;  A.  J.  Brock,  M.D.,  27  Braid  Crescent,  Edinburgh ; 
W.  S.  Murdoch  Brown,  M.B.,  Ch.B.,  13  Torpliichen  Street, 
Edinburgh;  J,  le  Fleming  Burrow,  M.B.,  Ch.B.,  Hafod, 
Llandudno,  iST.  Wales ;  Arthur  Burton,  ]\1.D.  (Cantab.),. 
Stenson,  Cromer;  James  Butler,  M.B.,  CM.,  49  Charlotte- 
Street,  Leith;  E.  Percy  Calder,  M.B.,  Ch.B.,  Kirkhill, 
Coldingham ;  James  Cameron,  M.D.,  71  Newington  Eoad,. 
Edinburgh;  A.  K  S.  Carmichael,  M.B.,  CM.,  2  Merchiston 
Avenue,  Edinburgh;  Arthur  W.  Stark  Christie,  M.B., 
F.E.C.S.E.,  Balkerach,  Doune ;  Andrew  Croll,  M.D.,  Saskatoon, 
Saskatchewan,  Canada;  George  A.  Dickson,  M.B.,  CM., 
Invermae,  South  Queensferry;  George  Donald,  M.D.,  46- 
Ferry  Eoad,  Leith ;  Charles  Hotham  Evans,  M.E.C.S.,  L.E.C.P., 
121  Harley  Street,  London,  W.;  Thomas  Finlay,  M.B.,  CM., 
8  Comely  Bank  Eoad,  Edinburgh;  L.  P.  M.  Gardner,  M.B., 
CI1.B.,  41  Albany  Street,  Leith ;  A.  Fergus  Hewat,  M.B.,  Ch.B., 
13  Eton  Terrace,  Edinburgh;  David  Huskie,  M.B.,  CM., 
Hamilton  House,  Moffat;  W.  Wilton  Johns,  M.D.,  Eamleh, 
Nairn;  G.  Minto  Johnston,  M.D.,  7  Wellington  Place,  Leith;. 
K.  B.  Kanga,  B.Sc,  L.M.E.CP.  (Ireland),  L.M.  (Dublin),  Kanga 
Building,  Khetmadi  Back  Eoad,  Bombay,  India  ;  F.  K.  Kerr, 
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M.B.,  Ch.B.,  168  ISTewhaven  Eoad,  Leith ;  H.  A.  Leebudy,  M.B. 
CM,  Corstorphine ;  W.  Leslie,  M.I),  F.K.C.S.E.,  17  Mar  Street 
Alloa;  A.  Minto  M'Donald,  M.B.,  CM,  108  Gilmore  Place 
Edinburgh;  A.  Morrison  M'Intosh,  M.B,  F.K.C.S.E.,  30  E 
Claremont  Street,  Edinburgh;  JMalcolm  E.  Mackay,  M.D. 
CM.  (M'Gill),  Paynton,  Saskatchewan,  Canada;  Eobert 
M'Laren,  L.E.C.P.E.,  etc.,  10  Gilmore  Place,  Edinburgh; 
L.  E.  H.  P.  Marshall,  M.D.,  Hollyluish,  Peebles;  Angus 
Matheson,  M.D,  Duntulm,  North  Berwick ;  George  Melville, 
M.B.,  CM.,  The  Eyrie,  Penicuik;  A.  S.  Miller,  M.D.,  Eannoch 
House,  Tranent;  Alexander  Nasmyth,  M.D.,  Hillwood  House, 
Penicuik;  John  Orr,  M.D.,  F.E.C.P.E.,  6  Strathearn  Eoad, 
Edinburgh;  T.  S.  A.  Orr,  M.B,  Ch.B,  Moray  House,  Crail ; 
William  Paterson,  M.B.,  CM.,  8  Hermitage  Place,  Leith ; 
George  E.  Petersen,  M.D.,  CM.  (M'Gill),  Saskatoon,  Saskat- 
chewan, Canada;  George  B.  Eitchie,  M.B.,  CM.,  9  Brunswick 
Street,  Edinburgh;  E.  Macdonald  Eobertson,  M.D.,  53 
Bruntsfield  Place,  Edinburgh;  E.  Miller  Eonaldson,  M.D., 
F.E.CP.E.,  17  Morningside  Eoad,  Edinburgh ;  H.  Basil  Eosair 
L.M.E.CP.I.,  L.E.C.S.L,  etc.,  care  of  Thomas  Cook  &  Son, 
Ludgate  Circus,  London ;  Behram  Pestoujee  Sabawaba, 
M.E.CS.,  L.E.C.P.  (Lond.),  care  of  Messrs  King,  King,  &  Co., 
Hornby  Eoad,  Bombay,  India ;  W.  J.  Burns,  Selkirk,  M.D., 
3  Bayswell  Eoad,  Dunbar ;  T.  E.  S.  Sibbakl,  M.D.,  Stanley, 
Perthshire ;  John  W.  L.  Spence,  L.E.C.P.E.,  etc.,  22  Pitt  Street, 
Edinburgh;  James  A.  Taylor,  M.D.,  Dunkeld;  Alexander 
Veitch,  M.B.,  CM.,  12  Gilmore  Place,  Edinburgh ;  A.Murray 
AVood,  M.D.,  180  Ferry  Eoad,  Leith. 

IT.  Br  Breiois  showed  theee  uteri  eemoved  by  abdominal 
HYSTERECTOMY  (wertheim's  METHOD)  for  cancer  of  the  cervix. 
The  first  specimen  was  removed  from  a  patient  eet.  37. 
The  interesting  point  was  that  the  patient  did  very  well  for 
two   and  a  half  days,  then   wakened  up  rather  suddenly  at 
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night  in  a  very  distressed  condition — temperature  104% 
pulse  144,  respirations  62 — became  unconscious,  and  died. 
Post-mortem  examination  showed  the  left  ovarian  artery 
to  be  dilated  and  thrombosed,  and  in  the  base  of  the  right 
lung  there  was  a  large  infarct.  The  second  uterus  was 
removed  from  a  patient,  tet.  33,  who  was  alive  and  well 
at  the  present  time.  The  third  specimen  was  removed  from 
a  case  operated -on  yesterday,  and  the  patient  at  present  was 
doing  very  well. 

III.  Dt  W.  Furdyce  showed  —  {a)  uterine  fibeoid  of 
UNUSUALLY  RAPID  GROWTH,  removed  from  a  patient  aet.  39. 
For  thirteen  months  the  patient  had  suffered  from  extremely 
severe  dysmenorrhcea.  All  that  could  be  inade  out  was  an 
anteflexed  uterus.  Benefit  resulted  from  treatment  to  some 
extent,  but  later  the  patient  returned  with  the  pain  worse  than 
ever.  On  examination  a  quite  distinct  abdominal  tumour  was 
found,  which  proved  to  be  the  fibroid  now  shown,  and,  unless 
the  diagnosis  at  the  time  of  the  previous  operation  was  wrong, 
it  had  apparently  grown  in  thirteen  months. 

(b)  Double  pygsalpinx — primary  gongerhceal  infection 
EIGHTEEN  MONTHS  PREVIOUSLY.  After  the  acute  gonorrhoea 
eighteen  months  previously  the  patient  had  a  certain  amount 
of  pain.  Then  she  was  lost  sight  of.  Later  she  came  under 
observation  with  well-marked  tenderness  and  swelling;  she 
was  very  ill,  and  on  opening  the  abdomen  a  double  pyo- 
salpinx  with  very  matted  ovaries  was  found. 

(c)  H.^MATO-SALPINX  RESULTING  FROM  ABSENCE  OF  VAGINA. 
(fZ)   TuBO- OVARIAN     SUPPURATING    CYST    AND     GANGRENOUS 

APPENDIX  REMOVED   FROM   THE   SAME   PATIENT.      The    interest  of 

this  case  was  that  one  had  to  do  with  what  appeared  to  be 
an  exceedingly  hopeless  case,  and  yet  at  the  end  of  a  week 
the  patient  was  getting  steadily  better;  on  the  eighth  day, 
however,  she  became  very  ill  and  ultimately  did  die. 
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IV.  Mr  E.  Scolt  Carmichael  showed  uterus  and  placenta 

FROM  CASE  OF  CESAREAN  SECTION  AT  TERM:  SUPRAVAGINAL 

HYSTERECTOMY  FOR  CERVICAL  FIBROID.  The  patient  was  secn 
in  October  1911;  she  was  then  five  months  pregnant  and  was 
suffering  from  extreme  pain.  On  careful  examination,  in  the 
left  flank,  about  the  level  of  the  umbilicus,  a  hard  swelling, 
which  appeared  to  be  a  fibroid,  was  found.  The  patient  and  her 
husband  both  said  their  lives  were  not  worth  living,  and  some- 
thing must  be  done.  On  opening  the  abdomen  a  small  fibroid  was 
shown  in  this  situation ;  the  pedicle  was  small  and  the  tumour 
easily  removed.     The  patient  recovered  and  went  to  full  term. 

As  the  patient  was  42  years  of  age  and  had  neither  had  a 
miscarriage  nor  a  full-term  pregnancy,  one  felt  that  one  was 
not  justified  in  allowing  her  to  face  the  risks  of  a  natural 
labour.  He  elected  to  do  Caesarean  section,  and  a  6-inch 
incision  was  made,  as  he  intended  to  leave  the  uterus  witliin 
the  abdomen — a  procedure  which  he  believed  was  attended 
with  less  shock  than  when  the  uterus  was  turned  out.  On 
making  a  vertical  incision  into  the  uterine  cavity,  the  placenta 
was  found  to  the  left  side  of  the  incision  on  the  anterior  wall 
of  the  uterus.  He  passed  his  hand  in  and  took  out  one 
foetus;  the  uterus  did  not  shrink,  and  on  passing  the  hand 
in  again  he  delivered  a  second  foetus.  They  were  both  normal 
healthy  children,  and  were  alive.  Both  were  thriving  and 
well  three  weeks  ago.  The  fibroid  occupied  such  a  position 
that  he  decided  there  and  then  to  perform  a  supravaginal 
hysterectomy.  The  patient  made  an  uninterrupted  recovery, 
and  was,  at  the  present  time,  extremely  well,  and  nursing  one 
of  the  twins,  the  other  being  on  the  bottle.  The  children  were 
exceptionally  healthy. 

The  interesting  point  was  that  he  was  unable  to  find  in  the 
literature  a  case  of  Cpesarean  section  in  twins,  and  would  like 
to  know  if  any  of  the  members  had  had  any  experience  of 
such  a  case. 
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V.  Dr  B.  p.  Walson  showed  adeno-myoma  of  uterus 
REMOVED  BY  HYSTERECTOMY.  Although  this  condition  was 
well  recognised,  few  examples  had  been  shown  before  the 
Society.  The  specimen  was  removed  from  a  patient,  set.  38, 
who  had  had  one  child  about  fifteen  years  previously;  since 
then  she  had  been  sterile,  and  for  the  last  three  or  four  months 
had  been  suffering  from  menorrhagia.  On  examination  a  small 
tumour  was  found  attached  to  the  uterus,  and  the  uterus  was 
also  enlarged.  A  fibroid  was  diagnosed.  On  opening  the 
abdomen  there  were  very  dense  adhesions  to  the  back  of  the 
uterus,  and  both  appendages  were  matted  and  twisted  together. 
The  adhesions  were  interesting,  because  Dr  Fordyce  had  operated 
on  a  case  in  which  similar  adhesions  were  present.  These 
tumours  were  usually  at  the  back  of  the  uterus. 

On  section,  one  saw  the  contrast  between  an  adeno-myoma 
and  a  fibroid.  The  adeno-myoma  was  not  encapsulated,  it  was 
a  diffuse  growth  on  the  wall  of  the  uterus.  The  mottled 
appearance  of  the  surface  was  characteristic.  On  microscopical 
section  the  ordinary  stroma  of  the  fibroid  was  seen  with  islands 
of  adeno-jnyoma  throughout. 

VI.    Dr    James     Young     showed     uterus    removed    for 

INTRACTABLE   IliEMORRHAGE— OVARY    WITH    LUTEAL    HEMATOMA. 

The  patient,  aet.  38,  had  suffered  for  two  years  from  very  severe 
haemorrhage  of  the  menorrhagic  type.  She  was  losing  a  great 
deal  of  blood,  and  was  curetted.  Some  sections  of  the  glandular 
tissue  were  made,  and  a  condition  very  similar  to  that  found  in 
the  ordinary  menstruating  uterus  was  demonstrated.  The 
patient  was  if  anything  worse  after  the  curettage ;  the  bleed- 
ing went  on  from  bad  to  worse,  and  she  was  reduced  to  a  state 
of  chronic  invalidism.  It  was  evident  that  something  must  be 
done  to  save  her  life.  As  she  had  a  tender  right  ovary,  the 
abdomen  was  opened,  and  the  uterus  was  removed  by  supra- 
vaginal hysterectomy,  the  right  ovary  being  also  taken  away. 
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On  its  surface  was  found  a  large  swelling  which  suggested  a 
hcematoma.  On  section,  it  was  found  to  be  a  hematoma 
surrounded  by  luteal  tissue.  Careful  pathological  examination 
revealed  no  abnormal  features,  the  parts  presented  the  same 
appearances  as  at  the  time  of  the  curettage. 

The  reason  Dr  Young  brought  the  specimen  before  the 
Society  was  that  the  corpus  luteum  into  which  the  large  amount 
of  haemorrhage  occurred  presented  some  points  of  very  con- 
siderable interest.  The  line  of  the  luteal  tissue  was  thin,  and 
on  microscopical  examination  was  found  to  be  broken  up  by 
excessive  haemorrhage,  which  extended  into  the  ovary  and 
the  surrounding  neighbourhood.  The  condition  very  closely 
simulated  what  is  found  in  connection  with  a  pregnancy  either 
of  the  tube  or  ovary  or  of  the  uterine  mucosa.  How  was  it  to 
be  explained  ?  The  point  required  further  investigation ;  he 
had  been  trying  since  examining  the  specimen  to  attach  some 
meaning  to  the  various  conditions  referred  to.  Here  the 
uterus  was  perfectly  normal  except  for  the  haemorrhage ;  here 
was  an  ovary  in  which  there  was  a  haemorrhagic  growth.  Was 
the  inenorrhagia  merely  due  to  a  uterine  condition,  or  to  some 
condition  which  had  involved  both  the  ovary  and  uterus  at  the 
same  time.  It  was  interesting,  in  view  of  the  fact  that  there 
had  been  no  attempt  to  explain  these  menorrhagias  and  metror- 
rhagias as  depending  upon  abnormal  activity  of  the  ovary. 
The  weight  of  probability  seemed  to  lie  heavily  in  favour  of 
the  view  that  while  an  active  ovary  gave  rise  to  periodic 
norinal  bleeding,  an  abnormally  active  one  would  give  rise  to 
excessive  and  irregular  bleeding. 
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VII.  ECLAMPSIA  IN  THE  EDINBURGH  MATERNITY 
HOSPITAL,  WITH  SPECIAL  REFERENCE  TO  ITS 
SEASONAL  INCIDENCE. 

By  Professor  Sir  Halliday  Groom,  M.D.,   F.R.C.S.Ed.,  F.R.C.P.Ed. 

The  present  communication  is  concerned  with  the  toxsemic 
syndrome  of  pregnancy  expressed  in  eclampsia,  and  especially 
with  its  incidence  in  the  Edinburgh  Eoyal  Maternity  Hospital. 
The  record  extends  over  a  period  of  twenty-two  years,  from 
1890  to  1911,  and  presents  the  statistics  of  the  hospital  during 
that  time,  in  so  far  as  they  are  concerned  with  eclampsia,  and 
especially  with  its  seasonal  incidence. 

During  these  twenty-two  years,  there  have  been  delivered 
in  the  Maternity  Hospital,  8445  women,  and  eclampsia  has 
occurred  in  238  cases.  It  follows  that  out  of  a  total  of  10,000 
deliveries,  there  would  have  been  282  cases  of  eclampsia,  which 
works  out  at  2.82  per  cent.,  or,  to  put  it  more  strikingly,  1 
case  of  eclampsia  in  every  35  deliveries. 

This  is  very  different  from  the  incidence  of  eclampsia 
generally,  because  it  is  estimated  that  it  occurs  four  times  in 
every  1000  labours,  or  once  in  250.  To  take  the  Maternity 
Hospital  as  an  indication  of  the  frequency  of  eclampsia 
generally,  would  be  just  as  absurd  as  to  take  the  death-rate 
of  the  Eoyal  Infirmary  as  an  indication  of  the  death-rate  of 
the  community  generally.  It  is,  therefore,  impossible  from 
these  statistics  to  estimate  the  frequency  of  its  occurrence  in 
Scotland  generally,  and  we  are  further  handicapped  in  this 
connection  by  the  fact  that  the  Eegistrar-General's  Eeports 
record  only  the  fatal  cases.  Further,  we  must  remember  that  the 
disease  is  largely  a  disease  of  town  life.  Many  practitioners  there 
are  in  the  country  who  have  had  a  large  obstetrical  experience, 
and  who  have  never  seen  a  single  case  of  eclampsia.      I  can 
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instance  two  examples  of  men  who  have  delivered  between 
2000  and  3000  women,  and  never  had  a  single  case  of  the 
sort. 

All  the  statistics  we  have,  therefore,  both  at  home  and 
abroad,  are  presumably  misleading  in  regard  to  general  incidence, 
in  that  they  are  based  wholly  upon  hospital  records. 

It  is  a  curious  and  rather  interesting  fact  that  during  the 
eight  months  from  December  1886  to  August  1887,  a  period 
antecedent  to  this  investigation,  not  a  single  case  of  eclampsia 
was  reported,  and  this  is  the  longest  interval  in  the  records  of 
the  Hospital. 

The  age  incidence  varies  from  sixteen  to  forty-five,  with  an 
average  of  twenty-five  years.  This  practically  bears  out  the 
experience  of  other  hospitals,  where  there  is  usually  a  pre- 
ponderance of  young  primiparae. 

Of  the  cases  under  discussion  175  were  primiparse,  66  multi- 
parse,  maintaining  the  well-known  average  of  3  to  1 ;  134 
occurred  ante  fartum,  63  at  full  term,  and  44  'post  partum. 

The  next  question  which  naturally  presents  itself  is — Is 
this  disease  on  the  increase  or  not  ? 

The  first  table  to  which  I  draw  attention  incontescably  goes 
to  prove  that  it  is  on  the  increase.  The  table  shows  that  not 
only  has  the  disease  increased  from  four  to  thirty  per  annum  in 
twenty-two  years,  but  it  shows  a  sudden  rise  in  the  year  1899, 
and  this  rise  has  been  persistently  maintained.  As  the  table 
also  shows  that  there  was  no  abrupt  increase  in  the  total 
number  of  cases  admitted,  the  sudden  rise  in  1899  of  cases  of 
eclampsia  is  all  the  more  striking,  and  its  persistent  mainten- 
ance calls  for  examination.  It  is  further  interesting  to  observe 
that  in  the  three  years  previous  to  1899,  the  number  of  cases  in 
hospital  was  slightly  larger,  and  yet  in  that  particular  year 
the  ratio  rose  from  86  per  10,000  to  363  per  10,000.  I  am 
unable  to  offer  any  explanation  of  this  sudden  rise  in  that 
particular  year.     On  consulting  the  meteorological  tables  I  find 
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no  specific  change  in  that  year  so  far  as  seasonal  conditions  are 
concerned,  and  during  that  particular  year  the  cases  were 
spread,  with  exceptional  regularity,  over  the  whole  twelve 
months. 

Table  I. — The  Total  Numler  of  Deliveries  during  each  of  the 
years  1890-1911,  and  the  Casrs  of  Fclampsia  occurring  in 
each,  aLng  with  the  ratio  per  10.000. 


Year. 

Total  Cases. 

Cases  of 
Eclampsia. 

Kalio  : 
Column  (3)  ,^  ^   (,0. 
Column  (2) 

(1) 

(2) 

(3) 

(4) 

1890 

226 

4 

177 

1891 

298 

5 

167 

1892 

310 

7 

226 

1893 

283 

4 

141 

1894 

306 

5 

163 

1895 

329 

4 

122 

1896 

359 

6 

139 

1897 

340 

3 

88 

1898 

350 

3 

86 

1899 

331 

12 

363 

1900 

345 

6 

171 

1901 

303 

9 

297 

1902 

319 

12 

376 

1903 

374 

10 

267 

1904 

360 

11 

306 

1905 

406 

13 

320 

1906 

405 

15 

370 

1907 

460 

14 

304 

1908 

512 

16 

312 

1909 

631 

28 

444 

1910 

597 

30 

303 

1911 

601 

22 

366 

Taking  the  cases  as  they  stand,  it  might  appear  unfair  to 
deduce  an  increased  incidence  of  the  disease,  because  while  the 
disease  has  increased,  the  actual  number  of  cases  delivered 
in  the  Hospital  has  also  increased.  To  make  it  still  more 
clear  —  because  one  year  is  too  little  to  judge  from  —  I 
have  taken  groups  of  years,  and  it  is  evident  from  these  tables 
that  the  disease  is  gradually  and  steadily  increasing.     I  have 
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first  divided  the  period  concerned  into  five  groups  of  four  years, 
and  this  shows  an  increase  from  176  per  10,000  to  484  per 
10,000.  The  number  of  cases  in  the  Hospital  has  nearly  doubled 
itself  in  these  twenty-two  years,  and  the  eclampsia  incidence 
has  practically  doubled  itself  as  well  This  is  a  fact  which  I 
think  is  absolutely  beyond  dispute,  and  this,  I  gather,  conforms 
with  the  experience  of  my  colleagues. 


Table    II. 


-Showing   Increase   of  Eclampsia   in   Five    Groups 
of  Years. 


Ratio  : 

Years. 

Total  Cases. 

Cases  of 
Eclampsia. 

Column(3)^^„n„„ 
Column  (2) 

(1) 

(•■2) 

(3) 

(4) 

1890-94 

1423 

25 

176 

1895-99 

1709 

27 

158 

1900-04 

1701 

48 

282 

1905-09 

2414 

86 

356 

1910-11 

1198 

52 

434 

Table  III. — Showing  Incrmm  of  Eclampsia   in  Four  Groiqys 

of  Years. 


Years. 
CI) 


Total  Cases. 
(2) 


1890-99 
1900-04 
1905-09 
1910-11 


3132 

1701 
2414 
1198 


Ratio  : 

eS>1     '     Si^lHH^x  10,000. 
(B)  ' 


Column  (2) 

(41 


52 
48 
86 
52 


166 
282 
356 
434 


To  explain  the  cause  of  the  increase  of  eclampsia  is  some- 
what difficult.  We  shall  see  later  on  that  the  disease  is  much 
more  common  in  towns  than  in  the  country,  but  I  have  no 
statistics  to  show  whether  it  is  increasing  in  the  country  or 
not.  The  point  is  to  explain  its  increase  in  the  Maternity 
Hospital,  not  only  absolutely  but  relatively.     This  I  attribute, 
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firstly,  to  clearer  views  entertained  as  to  the  toxsemia  of 
pregnancy.  Consequently  patients  are  sent  in  sooner.  I  mean 
by  this  that  in  former  days  the  conditions  were  not  recognised 
until  the  actual  explosion  took  place,  and  the  woman  too  ill 
to  be  removed.  Secondly,  it  is  becoming  better  recognised 
that,  as  eclampsia  is  entirely  the  result  of  pregnancy,  the 
sooner  the  uterus  is  emptied  the  better.  For  this  reason,  again, 
the  women  are  sent  in  sooner.  I  have  not  burdened  this  paper 
with  the  statistics  of  it,  yet  in  looking  over  the  recent  years, 
I  note  that  quite  a  number  of  women  have  been  sent  in  the 
pre-eclamptic  stage,  a  condition  which  was  not  observed  nor 
reported  on  in  the  earlier  records. 

Thirdly,  I  am  disposed  to  think  that  the  difference  in  diet 
may  be  a  very  important  factor.  There  can  be  no  question  at 
all  that  this  disease  is  less  common  in  the  country  than  in  the 
town,  and  it  seems  to  my  mind  that  the  dietary  of  country 
women  compared  to  town  women  accounts,  to  some  extent  at 
least,  for  this.  The  dietary  of  a  woman  in  the  country  is  to  a 
very  great  extent  of  a  carbo-hydrate  nature,  such  as  porridge, 
bread,  vegetable  soup,  and  tea,  and,  until  comparatively  recent 
years,  it  was  very  much  the  same  in  the  city.  But  during  the 
years  over  which  this  investigatioii  stretches  the  conditions  of 
dietary  amongst  town  people  have  altered  considerably,  and 
Ijecome  much  more  complicated.  The  eating  of  nitrogenous 
foods  has  increased,  owing  to  the  fact  that  meat  is  to  a  very 
large  extent  imported  from  abroad,  and  tinned  foods  are 
getting  much  more  common  and  much  cheaper  than  formerly. 
These  enter  greatly  into  the  dietary  of  the  town  women 
nowadays,  and  seem  to  me  to  offer  a  partial  explanation  at 
least  of  the  steady  increase  of  this  disease. 

Of  course  during  the  time  covered  by  this  report  the  influx 
of  people  from  the  country  to  the  towns  has  been  extremely 
marked.  It  may  be  urged  that  we  have  a  considerable  propor- 
tion  in    the   Maternity  Hospital   from   the   country,  but   the 
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majority  come  not  from  the  country,  but  from  the  populous 
mining  districts,  where  the  city  conditions  practically  obtain. 
Eural  districts  have,  in  many  cases,  less  than  half  the 
})opulation  they  had,  while,  on  the  other  hand,  many  cities  and 
towns  have  enormously  increased,  and  large  communities  have 
sprung  up  in  mining  districts.  This  is  certainly  the  case  in 
and  around  Edinburgh. 

Table  IV. — The  Number  of  Cases  of  Eclampsia  during 
each  of  the  Years  1890-1911,  and  the  Corresponding 
Deaths,  are  as  follows: — 


Year. 

Cases  of 
Eclampsia. 

Deaths. 

Rate  of 

Mortality. 

(1) 

(2) 

(3) 

(4) 

Per  cent. 

1890 

4 

3 

75-0 

1891 

5 

-2 

40-0 

1892 

7 

6 

85-71 

1893 

4 

3 

75-0 

1894 

5 

0 

0-0 

1895 

4 

2 

50-0 

1896 

5 

4 

80-0 

1897 

3 

2 

66-67 

1898 

3 

0 

0-0 

1899 

12 

5 

41-67 

1900 

6 

4 

66-67 

1901 

9 

3 

33-33 

1902 

12 

2 

1667 

1903 

10 

3 

30-0 

1904 

11 

6 

54-55 

1905 

13 

4 

3077 

1906 

15 

4 

26-67 

1907 

14 

6 

42-86 

1908 

16 

4 

25-0 

1909 

28 

11 

39-28 

1910 

30 

7 

23-33 

1911 

32 

9 

40-91 

Another  question  obviously  arises  out  of  this.  If  the 
disease  is  so  markedly  on  the  increase,  is  it  becoming  more  or 
less  severe  ?  The  only  means  at  our  disposal  of  deciding  this 
question  is  by  an  investigation  of  the  mortality,  because  it  is 
perfectly  legitimate  to  conclude  that  if  the  mortality  is  increas- 
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ing  along  with  the  general  incidence,  the  cases  are  becoming 
correspondingly  more  severe.  The  question  resolves  itself 
therefore  into  the  mortality  table.  It  will  be  observed  in 
Table  IV.  that  there  is  a  very  marked  decrease  in  the  number 
of  deaths.  A  glance  at  this  table  fails  to  give  one  an  exact 
impression  of  this ;  but,  on  the  other  hand,  if  the  ratio  of  the 
mortality  per  cent,  is  observed  the  fall  in  the  death-rate  will  be 
more  obvious.  But  it  is  still  more  accurately  brought  out 
when  the  years  are  taken  in  groups,  and  a  reference  to  Tables 
V.  and  VI.  will  show  that  the  ratio  of  mortality  per  cent,  has 
fallen  from  56  to  30  in  the  first  group,  and  from  51  to  30  in  the 
second.  Therefore,  so  far  as  we  can  estimate  the  severity  from  the 
death-rate,  it  is  apparent  that  since  in  Edinburgh  the  mortality 
is  decreasing,  the  severity  of  the  cases  is  likewise  decreasing. 

Table  V. — Shoiving  Decrease  in  Mortality  in  Five  Groups 

of  Years 


Years. 

Cases  of 
Eclampsia. 

Deaths. 

Rate  of 
Mortality. 

(1) 

(2) 

(3) 

(4) 

Per  cent. 

1890-94 

25 

14 

56-0 

1895-99 

27 

13 

4815 

1900-04 

48 

18 

37-5 

1905-09 

86 

29 

33-72 

1910-11 

52 

16 

30-77 

Table  VI. — Showing  Decrease  in  Mortality  in  Four  Groups 

of  Years. 


Years. 
(1) 

Cases  of 
Eclampsia. 

12) 

Deaths. 
(3) 

Rate  of 

Mortality 

(4) 

1890-99 
1900-04 
1905-09 
1910-11 

52 
48 
86 
52 

27 
18 
29 
16 

Per  cent. 
51-92 
37-5 
33-72 
30  77 
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Hiirzfeld,  in  Vienna,  reviewing  18,000  post-mortem  examina- 
tions performed  in  Vienna  Pathological  Institute,  found  81 
autopsies  on  eclamptic  patients.  These  81  fatal  cases 
correspond  to  463  cases  of  eclampsia  which  were  observed  in 
the  three  Obstetrical  Clinics  of  Vienna,  out  of  a  total  number 
of  9600  deliveries.  It  would  thus  appear  that  out  of  a  total 
number  of  9600  deliveries  there  were  463  cases  of  eclampsi.i, 
which  is  at  the  rate  of  4-8  per  cent.,  i.e.  1  in  21.  It  would 
also  appear  that  out  of  these  463  cases  of  eclampsia  there  were 
81  fatal  cases,  which  is  at  the  rate  of  17-5  per  cent.,  i.e.  1  in  6, 
He  was  of  oj)inion  that  the  mortality  of  eclampsia  had  become 
more  favourable.  Up  to  eleven  years  previous  to  1890  it  stood 
at  25,  and  in  1901  and  the  years  following  it  had  fallen  down 
to  nearly  20. 

In  1901  Olshausen  expressed  the  opinion,  although  he 
did  not  supply  any  statistics,  that,  on  the  whole,  the  Berlin 
Clinics  showed  a  slight  increased  mortality.  Schatz,  shortly 
after,  arrived  at  a  totally  different  conclusion,  and  in  his 
report  he  endeavoiired  to  show  that  the  death-rate  was  in- 
creasing.    But  I  am  now  dealing  with  Edinburgh  only. 

In  judging  the  mortality  the  question  is — Has  the  type 
of  the  disease  changed  ?  So  far  as  the  Edinburgh  Hospital 
is  concerned,  I  do  not  think  it  has.  Going  over  the  records 
I  find  that  the  mortality  is  very  equally  distributed,  and  an 
examination  of  the  cases  recorded  in  the  journals  of  the 
Hospital  does  not  show  that  the  type  of  the  disease  has  in 
any  way  altered,  neither  in  the  number  of  fits  which  occur,  nor 
in  the  duration  of  the  fits,  nor  in  the  depth  of  the  coma. 
Serious  and  simple  cases  seem  to  be  scattered  over  the  period 
in  a  similar  ratio.  Therefore  I  am  driven  to  explain  the 
diminution  of  the  mortality  in  two  ways.  Firstly,  that  the 
cases  are  diagnosed  and  sent  in  earlier  than  they  used  to  be, 
and  are,  therefore,  more  responsive  to  treatment ;  and  secondly, 
by  an  alteration  in  the  treatment  itself. 
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With  an  improved  diagnosis  one  naturally  expects  to  find 
improved  treatment.  Not  only  so,  but  as  there  is  no  theme 
in  obstetrics  upon  which  more  time  and  more  careful  study 
have  been  bestowed  than  upon  eclampsia,  one  would  gladly 
hope  that  this  time  and  study  have  not  been  thrown  away,  and 
that  the  decreased  mortality  might  be  due  to  the  improved 
treatment. 

While  this  is  to  some  extent  the  case,  and  while  various 
methods  of  dealing  with  the  disease  are  probably  accountable 
for  sporadic  improvements  here  and  there,  yet  it  must  be 
admitted  that  we  possess  no  medical  or  surgical  methods 
which  offer  any  constant  lines  to  follow.  On  looking  over 
the  Hospital  reports  during  these  years,  it  is  obvious  that 
there  have  been  changes  in  the  methods  of  treatment ;  but 
while  in  one  service  operative  interferences  are  more  common 
than  in  another,  yet,  taking  it  all  over,  the  treatment  during 
these  many  years  has  been  practically  on  the  same  lines. 
Sometimes  it  is  apparent  that  one  of  the  officers  in  the  Hospital 
has  inclined  in  a  particular  direction  during  the  quarter  of 
his  service,  but  there  is  no  continuous  treatment  on  any 
particular  lines,  which  is  perhaps  one  of  the  advantages  or 
disadvantages  of  there  being  no  continuous  service  in  the 
Hospital.  Perhaps  my  colleague,  Dr  Ballantyne,  has  had 
•exceptional  success  with  saline  treatment,  but  that  does 
not  fall  to  be  discussed  here. 

During  the  years  over  which  this  investigation  extends, 
every  possible  method,  surgical  and  medical,  of  dealing  with 
the  complication,  with  perhaps  the  single  exception  of  the 
removal  of  the  mammte,  has  been  tried.  The  Hospital  records 
bear  ample  testimony  to  the  care  with  which  these  varying 
methods  have  been  tried,  adopted,  or  discarded,  and  it  may 
be  that  as  the  condition  is  due  to  pregnancy,  and  pregnancy 
alone,  the  essential  feature  in  treatment  should  bo  the  inter- 
ruption of  pregnancy.     This   certainly  ought   to   abolish    the 
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fits,  and  indeed  usually  does  so,  although  it  need  not  neces- 
sarily cure  the  patient.  There  can  be  no  doubt  whatever,  as 
I  gather  from  the  statistics  of  our  own  Hospital,  that  the 
shorter  time  between  the  first  convulsion  and  the  delivery, 
in  ante  partuni  cases,  the  better  the  prognosis  for  both  the 
mother  and  child. 

It  must  be  kept  in  view  that  many  deaths  are  now 
avoided  bv  more  efficient  and  continuous  actual  watching  and 
nursing,  such  as  keeping  the  fauces  clean  by  unremitting 
sponging  with  a  handled  sponge,  by  artificial  respiration, 
carried  out  for  hours  if  necessary,  by  hot  and  cold  compresses, 
thorax  packs,  and,  in  very  restless  patients,  by  the  use  of 
morphia  and  by  the  free  use  of  salines,  hypodermically  and 
per  rectum.  It  is,  further,  a  fact  that  a  great  many  cases  sent 
to  hospital  are  suffering  from  complications  apart  altogether 
from  eclampsia,  such  as  pneumonia  or  pulmonary  oedema,  in 
which  cases  probably  any  attempt  at  cure  would  be  foredoomed 
to  failure,  and  death  in  these  cases  ought  not  to  be  credited  to 
•eclampsia.  But  if  we  add  to  this  the  fact  that  surgical  inter- 
ference is  now  very  much  more  commonly  practised  than 
previously, — for  example,  various  forms  of  accouchement  force, 
■especially  vaginal  hysterotomy, — I  think  we  should  have  some 
■explanation  why,  although  the  disease  is  increasing,  the 
mortality  is  decreasing. 

In  looking  at  the  aetiology  of  eclampsia,  and  in  considering 
the  innumerable  theories  that  have  been  propounded  to  explain 
its  occurrence,  one  finds  here  and  there  a  reference  to  its 
incidence  with  greater  frequency  at  one  season  than  another. 
Although  this  suggestion  is  an  old  one,  it  is  only  within  recent 
years  that  the  matter  has  received  any  serious  attention  at  all, 
and  that  almost  entirely  in  Germany. 

Up  till  quite  recently,  then,  the  influence  of  the  seasons  on 
eclampsia  was  simply  a  pious  opinion,  although  Olshausen 
•denied  always  that  the  accumulation  of  cases  depended  on  the 
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weather.  The  connection  between  weather  conditions  and 
eclampsia  has  been  frequently  enough  commented  on,  but 
authors  have  shown  a  remarkable  diversity  of  opinion  in  their 
estimate  of  the  question.  As  a  matter  of  fact  up  till  1900 
nothing  of  any  moment  was  written  on  the  subject.  I  have 
examined  what  has  been  written  on  the  subject  and  approach 
it  with  a  perfectly  open  mind. 

In  1900,  at  a  meeting  of  the  G-ynsecological  Society  of 
Berlin,  Zangemeister,  in  discussing  the  causes  of  eclampsia, 
stated  that  a  supposition  had  been  expressed  that  the  states  of 
the  weather  might  exercise  some  influence  on  its  origin.  He 
found,  on  the  whole,  that  the  incidence  of  eclampsia  was  greatest 
in  the  months  of  June  and  July,  and  that  in  November  there 
were  fewest  births,  and  likewise  also  absolutely  and  relatively 
fewest  cases  of  eclampsia. 

He  also  exhibited  a  table  giving  an  account  of  the  frequency 
of  eclampsia,  which  table  is  appended. 


Table  VII. — Zangemeister. 


Month. 
(1) 

Total  Cases. 
(2) 

Cases  of 
Eclampsia. 

(3) 

Ratio : 
Column  (3)  ^  jQ  poo_ 
Column  (2) 

(4) 

January 
February 
March 
April  . 
May   . 
June  . 
July   . 
August 
September 
October 
November 
December 

295 
2G2 
294 
284 
279 
281 
259 
287 
240 
258 
226 
274 

15 
12 
11 
16 
10 
17 
16 
16 

9 
10 

8 
10 

508 
458 
374 
563 
358 
605 
618 
557 
375 
388 
354 
365 

1.  July 

4.  August 

7.  October 

10.  December 

2.  June 

5.  January 

8.  September 

11.  May 

3.  April 

6.  February 

9.  March 

12.  November 
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Table  VIII. 


llatio  : 

Season. 

Total  Cases. 

Cases  of 
Eclampsia. 

Column(3)^             _ 
Culumn  ('2) 

(1) 

(2) 

(3) 

(4) 

N'ovember,     December, 

January 

795 

33 

415 

February,  March,  April 

840 

39 

464 

May,  June,  July    . 

819 

43 

525 

August,         September, 

October 

785 

35 

446 

The  first  three  columns  of  Zangemeister's  table  are  exactly 
as  he  published  it.  I  have  added  a  ratio  column  per  ]  0,000, 
which  shows  the  incidence  more  definitely ;  and  I  have  further 
added  the  months  in  sequence  as  the  disease  occurred ;  and 
lastly,  I  have  taken  the  cases  aiid  grouped  them  in  seasons. 
It  is  apparent,  therefore,  beyond  question,  that  eclampsia  pre- 
ponderates in  the  months  of  June  and  July,  and  that,  speaking 
generally,  eclampsia  tends  to  increase  as  the  weather  gets 
warmer,  and  to  decrease  as  the  weather  gets  colder.  This  is 
Zangemeister's  contention. 

At  a  meeting  of  the  same  congress  next  year,  Schatz,  from 
an  examination  of  the  cases  in  the  Duchy  of  Mecklenburg, 
which  is  mainly  a  rural  district,  for  a  period  of  five  years,  found 
that  the  preponderance  of  cases  was  in  the  summer  months, 
from  May  to  October,  and  he  explained  this  by  the  fact  that 
pregnant  women  in  the  country  rarely  go  out  in  winter,  and 
are  therefore  not  exposed  to  changes  of  temperature. 

Diihrssen  has  in  general  terms  enunciated  the  following — 
that  in  damp,  cold  months  an  accumulated  number  of  eclamptic 
cases  come  under  observation,  because  of  the  unfavourable 
influence  that  damp  weather  has  on  kidneys  already  diseased. 

Zangemeister,  as  we  have  seen,  found  the  disease  more 
frequent  in  the  warm,  thundery  summer  months  than  in  the 
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winter,  a   phenomenon  which  he  is  inclined  to  connect  with 
the  increase  and  sudden  suppression  of  the  sweat  secretion. 

Meyer- Wirtz,  in  1904,  regarding  the  influence  of  the 
weather  as  a  meteorolouical  factor  in  eclampsia,  examined  a 
series  of  cases,  and  came  to  the  conclusion  that  there  are  no 
certain  grounds  to  go  on  for  connecting  the  influence  of  the 
weather  with  the  cause  of  eclampsia. 

Pomy,  in  Gottingen,  found  that  in  the  months  from  October 
to  February  the  least  number  of  cases  of  eclampsia  occurred. 

A  very  short,  but  extremely  interesting  paper  is  that  of 
Harrar.  He  collected  the  cases  occurring  within  ten  years  in 
New  York,  and  produced  the  chart  which  I  present.  In  this 
chart  it  will  be  seen  that  the  rise  occurs  in  February,  and 
attains  ;ts  highest  level  in  April,  slowly  dechning  to  the  lowest 
point  in  November,  which,  although  by  no  means  a  month  of 
equable  temperature,  is  one  of  very  low  rainfall  in  New  York. 
The  curve,  therefore,  so  Harrar  says,  as  nearly  as  possible 
corresponds  with  the  curve  of  the  rainfall.  As  will  be  seen 
from  this  chart,  between  these  two  months,  November  the 
lowest,  and  April  the  highest,  there  is  a  very  regular  gradation 
of  cases. 

Table  IX.—rinral  Births. 


Total. 

Primiparae. 

Multiparas. 

Plural  Births. 

Confinements     . 

6286 

3206 

3080 

92 

Eclampsia  . 

150 

95 

55 

10 

Frequency  . 

1  :42 

1  :34 

1  :55 

1  :9 

Per  100  cases 

2-39 

2-92 

1-80 

10-86 

Deaths 

54 

33 

21 

2 

Mortality  per  cent.     . 

36 

34 

38 

20 

Harrar,  in  his  interesting  paper,  further  draws  attention  to 
the  fact  that  in  plural  births  eclampsia  is  very  common.  This, 
of  course,  is  common  experience ;  l)ut  his  table  shows  the 
interesting  fact  that  the  mortality  in  such  cases  is  small.     This 
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coincides  with  the  results  of  the  Maternity  Hospital  here, 
although  the  numbers  are  so  small  that  they  are  scarcely  worth 
making  into  a  table. 

MTherson,  in  a  paper  in  1899,  reported  250  cases  from  the 
lying-in  wards  of  the  hospital  in  New  York,  and  he  found  the 
greatest  number  of  cases  in  February  and  March,  and  the  least 
in  December  and  January,  which,  in  a  modified  degree,  cor- 
roborates Harrar's  statement. 

It  is  somewhat  curious  that  Schlichting's  table,  which  I 
introduce,  and  which  represents  a  record  of  only  four  years, 
shows  the  maximum  in  April,  just  as  Harrar  found  in  New 
York ;  but  from  the  very  short  period  over  which  the  examina- 
tion extends,  one  cannot  attach  very  much  importance  to  it. 

Table  X. — Schlichting. 


January 

22 

July    . 

18 

February 

18 

August 

23 

March  . 

22 

September     . 

24 

April     . 

33 

October 

18 

May      . 

30 

jSTovember 

16 

June     . 

16 

December 

23 

Hammerschlag,  discussing  a  series  of  291  cases  of  eclampsia 
occurring  in  East  Prussia,  arrived  at  two  conclusions,  namely, 
that  there  is  no  connection  between  the  weather  and  eclampsia ; 
and  secondly,  that  eclampsia  is  decidedly  rarer  in  the  country 
than  in  the  city. 

Otto  Biittner,  at  Eostock,  made  a  very  serious  contribution 
to  the  discussion  of  this  subject,  and  he  found,  to  take  one 
example,  that  in  the  five  months  from  November  1890  to 
March  1891,  which  interval  of  time  corresponded  to  7500 
births,  only  2  cases  of  eclampsia  occurred,  while  in  the  next 
five  months  there  were  19  cases,  or  one  in  400  births.  He 
also  found  that  the  fewest  number  of  eclampsias  occurred  in 
November. 

Biittner  rather  minimised  the  relation  between  seasons  and 
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eclampsia,  but  in  a  subsequent  paper  he  referred  to  the  matter, 
and  found  that  the  fewest  cases  of  eclampsia,  both  in  town  and 
country,  occur  in  November,  as  the  accompanying  table  shows. 


Table  XI. — Bilttner. 
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"3 
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!  Town 
Country     . 

14 

8 

13 

9 

14 
6 

23 

17 

16 
9 

19 
13 

16 
13 

11 

12 

15 
19 

21 
11 

11 

7 

22 
10 

195 
134 

i            Total 

22 

22 

20 

40 

25 

32 

29 

23 

34 

32 

18 

32 

329 

Bilttner  went  a  step  further  and  made  a  series  of  calcula- 
tions as  to  the  monthly  precipitation  and  temperature,  and  in 
a  series  of  tables  found  that  out  of  a  total  of  ninety-six  months, 
forty  had  a  temperature  above  the  mean.  In  these  months 
127  cases  of  eclampsia  occurred,  that  is,  on  an  average,  3-71 
cases  of  eclampsia  per  month.  In  fifty-five  months,  with  a 
temperature  below  the  mean,  there  were  202  cases  of  eclampsia, 
equal  to  3-607  cases  of  eclampsia  per  month.  In  fifty-four 
months,  with  a  precipitation  below  the  mean,  there  were  181 
cases  of  eclampsia,  which  is  equal  to  3-335  per  month.  In 
forty-one  months,  with  a  precipitation  above  the  mean,  there 
were  145  cases  of  eclampsia,  equal  to  3-37  per  month.  In  both 
aspects  there  were  twenty-five  unfavourable  months. 

It  will  be  apparent,  therefore,  from  a  comparison  of  the 
tables  I  have  collated,  that  there  is  a  very  marked  diversity  of 
opinion.  Some  find  that  the  preponderance  is  in  the  summer, 
some  in  spring,  some  in  early  winter. 

Now  we  come  to  the  Edinburgh  Maternity  Hospital,  and  I 
must  again  refer  to  Table  I.,  which  shows  the  frequency  of  its 
•occurrence  extending  over  a  period  of  twenty-two  years.     This, 
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as  far  as  I  know,  is  the  longest  period  which  as  yet  has  been 
examined.  Of  course  our  Maternity  Hospital,  compared  with 
the  German  hospitals,  is  quite  a  small  institution.  The  number 
of  births  during  the  period  of  investigation  was  8445,  and  the 
number  of  eclampsias  238. 

In  order  to  arrive  at  an  approximate  estimate  of  the 
frequency  of  eclampsia  in  the  various  months  of  the  year,  I 
have  compiled  the  following  tables : — 

Table  XII.  shows  the  months  of  its  maximum  incidence  and 
the  months  of  its  minimum  incidence. 

Table  XII. — Edinhurgh  Maternity  Hospital. 

3Ionths  in  ivhidt  the  Incidence  is 
Greatest. 

October . 

January 

IVIay 

August  . 

September 

February 

December 


Months  in  which  the  Incidence  is 

Lowest. 

July        . 

.       12 

June 

.       15 

April 

•  1    18 

March    . 

./ 

JSTovember 

.       19 

Table  XIII.  shows  the  monthly  incidence. 


Table  XIII. — Udinbtm/h  Maternity  Hospital. 
Monthly  Incidence. 


January 

February 

March     . 

April 

May 

June 


25 
21 
18 
18 
23 
15 


July 

.       12 

August  . 

.       22 

September 

.       21 

October  . 

.       26 

November 

.       19 

December 

.       21 

Table  XIV.  its  incidence  in  the  various  seasons  of  the  year, 
and  lastly,  a  chart  showing  its  monthly  incidence. 

Table  XIV. — Edinburtjli  Maternity  Hospital. 
Seasonal  Incidence. 
Spring    .  .  .      57     I     Autumn , 


iaummer 


50 


Winter 


69 
65 


■J3Q 


■AO/^ 


^^0 


■</dg 
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'n]f 


I 

^     A/nr 
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UDl^ 


I^J' 


UDp 
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From  these  tables  it  is  obvious  that  the  results  obtained 
from  carefully  examining  the  incidence  of  cases  in  the 
Edinburgh  Hospital  are  quite  different  from  those  obtained 
elsewhere.  For  example,  the  highest  maximum  is  the  month 
of  October,  which  is  different  from  any  other  of  the  records. 
1  would  like  to  draw  attention  to  the  fact  that  there  is  nothing 
in  the  tables  to  show  a  very  strikingly  pronounced  difference, 
either  in  the  actual  months  or,  still  less,  in  the  seasons. 

It  seems  to  me,  therefore,  from  a  review  of  these  tables 
from  various  sources,  that  there  is  not  any  real  seasonal 
incidence  of  eclampsia ;  that  it  does  not  occur  specially  in  one 
season  more  than  another,  or  in  any  one  month  more  particu- 
larly than  another ;  and  that,  therefore,  the  cause  of  its  varying 
incidence  must  be  looked  for,  not  in  the  actual  seasons,  but  in 
the  changes  of  temperature  occurring  in  the  various  months. 

Take,  for  example,  the  striking  fact  shown  on  the  table  by 
Schatz  in  Mecklenburg.  There  eclampsia  is  most  prevalent 
in  the  summer  months.  That  is  easily  enough  explained, 
because  in  that  particular  district,  which  is  altogether  rural, 
the  women  are  not  exposed  in  winter,  whereas  in  summer, 
during  the  harvest  of  potatoes  and  other  crops,  they  are 
exposed  to  various  heats  and  colds. 

April  in  New  York  is  a  month  which  is  liable  to  very 
great  changes  in  temperature.  November  in  Edinburgh  is  a 
month  which  is  particularly  liable  to  changes  in  temperature, 
and  the  summer  months  are  the  most  common  for  the  disease 
to  occur  in  rural  districts,  for  the  reason  I  have  just 
mentioned. 

Take  again  the  city  of  Edinburgh,  the  greatest  number  of 
cases  occurred  in  October ;  but,  as  the  table  shoW'S,  the 
difference  between  January  and  October  is  very  slight,  the 
one  being  26  and  the  other  25.  Again,  the  months  of  May 
and  August  only  differ  by  one,  so  that  between  the  extremes 
of  26   in    October  and   12   in  July,    which  is    distinctly   the 
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lowest  incidence,  the  preponderance  of  eclampsia  in  any  one 
month  more  than  another  is  not  so  very  striking,  and  its 
diminished  frequency,  except  in  the  one  month  of  July,  is 
likewise  not  very  pronounced. 

Turning  to  the  table  of  the  seasons  and  grouping  the 
months  in  this  way,  autumn  comes  out  as  the  greatest  in 
frequency  of  eclampsia,  and  summer  the  least.  But  the 
difference  between  one  season  and  another  is  nut  so  great 
as  to  be  marked.  It  seems  to  me,  therefore,  by  the  statistics 
of  the  Edinburgh  Hospital  and  those  other  hospitals  to  which 
1  have  referred,  that  as  an  ^etiological  factor  in  the  production 
of  eclampsia,  seasonal  incidence  is  not  to  be  considered. 

iSTow  one  must  have  a  working  basis  upon  which  to 
theorise,  and  it  seems,  at  the  first  glance,  a  difficult  thing 
to  settle  why  out  of,  let  us  say,  ten  pregnant  women  under 
<apparently  exactly  similar  circumstances,  one  should  be  attacked 
with  eclampsia,  and  the  other  nine  go  free.  All  post-mortem 
findings  go  to  show  that  the  organs  mainly  involved  in 
eclampsia  are  the  liver  and  the  kidneys.  It  seems  to  me 
that  the  only  possible  explanation  why  only  one  woman 
should  be  attacked  is  that  the  nine  have  apparently  healthy 
and  properly  functionating  liver  and  kidneys  which  are  able 
to  cope  with  the  additional  work  thrown  upon  them  as  the 
result  of  pregnancy,  while  in  the  tenth,  these  organs  are 
at  fault  and  functionating  badly.  It  is  argued  that  the  morbid 
changes  are  recent  and  do  not  indicate  previously  existing 
disease,  and  that  it  is  due  to  the  action  of  an  unknown 
toxin,  apart  from  original  disease.  It  matters  not,  the  liver 
and  kidney  action  is  impaired.  When  the  strain  of  pregnancy 
is  put  upon  the  woman,  and  when  she  has  to  deal  not  only 
with  the  metabolism  of  herself  but  also  of  the  child,  these 
organs  fail  to  perform  their  normal  fvmctions,  and  hence  some 
particular  toxin  is  developed.  Should  the  patient  so  suffering 
be  exposed  to  a  chill  or  cold,  no  matter    what    time   of    the 
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year  it  may  happen  to  be,  the  fulmmating  toxtemia  is  the- 
result. 

In  looking  at  this  question  of  the  so-called  seasonal 
occurrence  of  eclampsia,  it  is  necessary  to  have  regard  not 
only  to  the  actual  months  or  seasons  in  which  the  greater 
number  of  cases  prevail,  but  see  under  what  atmospheric  or 
climatic  circumstances  eclamptic  cases  occur  in  small  epidemics 
or  groups.  Nagel  has  added  very  materially  to  our  knowledge 
of  the  subject,  and  his  paper  and  that  of  Zangemeister's  form 
the  best  appreciation  of  the  subject.  Nagel  found  on  looking 
over  the  records  of  the  Berlin  Hospital  that  some  periods 
of  the  year  had  practically  no  cases  of  eclampsia,  whereas 
in  other  months  they  occurred  in  series.  On  studying  the 
reports  of  the  Eoyal  Meteorological  Institute  at  Potsdam, 
he  found  that  the  months  which  were  free  or  almost  free 
from  eclampsia  were  those  months  of  high  barometer,  even 
temperature  (warm  or  cold),  and  slight  precipitation.  A  change 
in  the  weather  bringing  with  it  damp,  wet  and  raw  weather, 
and  abundant  precipitation  makes  existing  nephritis  worse,. 
and,  as  a  necessary  consequence,  swells  the  number  of 
eclamptic  cases. 

He  gives  the  following  curious  illustration. 

In  the  mid-summer  months,  July  has  in  some  years — for 
example,  1892,  1893,  1898 — yielded  the  greatest  monthly 
number  of  eclamptic  cases.  These  months  were  cold  and 
rainy,  and,  furthermore,  they  were  holiday  months. 

It  seems  to  me  that  the  outcome  of  the  whole  matter  is- 
this,  that  toxaimia,  like  all  other  chronic  and  subacute  renal 
affections,  is  affected  by  sudden  changes  of  temperature,  so  that 
a  latent  or  (quiescent  condition  may  bo  suddenly  awakened  to- 
an  acute  one,  and  the  fulminating  manifestations  developed. 
Climate,  weather,  and  temperature  cannot  be  classified  as  a 
cause  of  the  toxaemia,  but  simply  as  a  condition  which  precipi- 
tates the  convulsive  attack. 
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It  is  not  unusual,  in  a  hospital  such  as  the  Edinburgh  one, 
for  a  number  of  cases  to  be  admitted  from  various  parts  of  the 
town  within  a  few  hours  of  one  another,  and  then  to  have  an 
absence  of  cases  altogether  for  a  week  or  ten  days.  Although 
during  the  twenty-two  years  over  which  this  investigation 
spreads  it  is  remarkable  that  there  was  no  month  absolutely 
free,  yet  the  occurrence  of  the  cases  in  groups  is  a  very  striking 
fact.  I  have  already  said  that  previous  to  1890  there  w^as  a 
period  of  some  months  during  which  there  had  been  no  occur- 
rence of  that  disease,  but  since  that  time  there  has  never  been 
any  month  quite  free.  In  the  year  1909,  twenty-seven  cases 
occurred  altogether,  and  six  of  these  occurred  in  the  first  ten 
days  of  August.  Take  again  the  year  1910,  twenty-nine  cases 
occurred  and  five  of  these  occurred  in  six  days  in  the  month  of 
September.  Seventeen  cases  occurred  in  1906,  and  three  of 
these  in  four  days  in  the  month  of  February.  Twelve  cases 
occurred  in  1902,  and  four  in  fifteen  days.  Twelve  cases 
occurred  in  1899,  and  seven  within  four  weeks.  Correspondino- 
to  each  of  the  groups  there  was  a  sudden  fall  in  the  tempera- 
ture, accompanied  with  exceptional  rainfall.  I  am  not  disposed 
to  think,  as  Fehling  suggests,  that  such  a  condition  is  due  to 
mere  accident,  because  I  think  the  condition  of  the  weather  is 
the  explanation  of  those  cases  occurring  in  groups. 

The  grouping  would  seem,  to  some  extent,  to  explain  the 
extraordinary  conclusion  of  Stroganof  that  eclampsia  is  con- 
tagious. 

In  this  paper  I  have  endeavoured  to  show  from  the  statistics 
of  our  own  Hospital  that  eclampsia  is  increasing,  and  from  the 
same  source  I  have  endeavoured  to  prove  that  the  mortality  is 
decreasing,  and  the  reason  why  it  is  so.  The  tables  of  this 
Hospital  and  other  sources  from  which  I  have  derived  my 
information,  show  an  enormous  diversity  of  opinion,  but  judgino- 
from  our  own  Hospital,  during  the  longest  period  over  which 
observations  have  extended,  it  may  be  argued  fairly  conclus- 
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ively  that  as  an  setiological  factor  seasonal  change  is  scarcely 
worth  consideration,  and  that  the  real  difiference  is  due 
not  to  the  change  from  summer  to  winter,  but  to  a  sudden 
alteration  in  the  temperature  and  rainfall,  irrespective  of  any 
particular  season. 

The  points  I  have  failed  to  explain  are,  why  the  frequency 
rose  in  1899,  and  has  never  fallen  either  actually  or  relatively 
since,  and  also  why  the  disease  is  milder  in  twin  pregnancies. 
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The  President  had  listened  with  the  very  greatest  interest 
to  Sir  Hallidaj  Groom's  most  instructive  and  suggestive  paper, 
from  which  he  had  received  information  he  did  not  expect ;  in 
the  meantime  he  w^ould  call  upon  any  of  the  Fellows  for 
remarks,  and  leave  what  he  had  to  say  until  the  end. 

Dr  Berry  Hart  said  Sir  Halliday  Groom  had  given  an 
exceedingly  interesting  paper  and  had  brought  together  a 
great  many  valuable  facts.  Eclampsia  was  a  disease  in  which  the 
more  one  saw  of  it,  the  less  one  understood  it.  Although  Sir 
Halliday  had  put  the  matter  very  clearly,  it  was  a  fact  that 
one  generally  "  came  out  by  that  same  door  as  in  he  went." 
But  there  were  theories.  A  very  recent  idea  was  that  the 
woman  might  have  eclampsia  produced  Ijy  a  sudden  change  of 
temperature.  The  theory  that  the  patient  had  previously 
diseased  organs  was  difficult  to  prove.  One  must  remember 
that  there  was  a  great  deal  of  metabolism  going  on,  and  there 
was,  perhaps,  some  disturbed  chemistry,  varying  in  degree. 
Then  there  was  an  accumulation  of  the  toxin  in  the  system, 
which,  when  it  reached  a  certain  pitch,  was  perhaps  aggravated 
by  a  change  in  temperature,  and  thus  the  eclamptic  attack 
might  be  precipitated.  But  it  was  a  difficult  matter  to 
explain.  Still,  such  a  clearly  put  and  interesting  paper,  by 
bringing  out  even  a  small  isolated  fact,  might  tend  to  clear 
up  one  of    the   greatest  mysteries   in    pregnancy.     Dr   Berry 
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Hai'fc  would  read  Sir  Halliday's  paper,  when  published,  with 
great  interest. 

Dr  James  Ritchie  has  also  listened  with  very  great  interest 
to  the  paper.  He  thought  Sir  Halliday  Croom  had  proved 
that  sudden  change  of  temperature  was  quite  sufficient  to 
precipitate  the  onset  of  eclampsia,  provided  the  patient  was 
predisposed  to  the  trouble.  He  had  shown  that  the  condition 
■of  the  liver  and  kidneys  was  not  sufficient  to  account  for  the 
production  of  eclampsia ;  and  the  fact  that  it  might  occur  in 
a  single  pregnancy,  and  not  in  any  other  pregnancy,  seemed  to 
show  clearly  that  it  was  due  to  something  associated  with  that 
particular  pregnancy.  How  could  it  be  explained  ?  It  must 
be  something  in  the  uterus  itself.  What  seemed  most  likely 
to  produce  it  in  any  particular  case — but  this  was  only  a 
■suggestion — was  a  micro-organism  which  might  occur  in 
association  with  a  particular  pregnancy.  They  were  indebted 
to  Sir  Halliday  Croom  for  giving  such  a  clear  account  of  the 
facts. 

Dr  William  Fordyce  said  he  had  nothing  to  say  except 
that  he  had  listened  to  the  paper  with  much  interest.  Sir 
Halliday  Croom  pointed  out  that  although  the  number  of  cases 
had  increased  in  the  Maternity  Hospital,  the  death-rate  had 
fallen.  They  all  knew  that  the  Maternity  Hospital  was  not 
such  a  popular  institution  in  1889  as  it  was  now;  consequently 
only  the  most  desperate  cases  would  be  sent  there.  Most  men 
were  now  alive  to  the  fact  that  the  successful  treatment  of 
eclampsia  could  only  be  carried  out  in  a  hospital ;  so  that  one 
got  a  diminished  death-rate  with  an  increased  number  of 
cases.  He  was  not  quite  sure  whether  Sir  Halliday  doom 
referred  also  to  the  pre- eclamptic  cases. 

Sir  Halliday  Croom  said  the  cases  were  all  cases  of  actual 
eclampsia. 

Dr  Kep-pie  Paterson  said  the  most  important  point  of  all 
was  the  increase  of  eclampsia  in  Edinburgh.     That  might  be 
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explained,  as  Dr  Fordyce  pointed  out,  by  the  fact  that  only  the 
most  serious  cases  were  sent  into  hospital  in  the  early  days. 
But  might  it  not  be  due  to  the  general  improvement  in 
sanitation  in  the  city  ?  They  knew  that  the  mortality  from 
infectious  diseases,  such  as  typhoid  and  diphtheria,  had 
decreased.  Different  cities,  such  as  New  York  and  some  of 
the  German  towns,  might  vary,  owing  to  the  state  of  sanitation. 
It  was  hardly  fair  to  compare  the  climatic  conditions  of  the 
Continent  with  those  in  Edinburgh.  On  the  Continent  the 
climatic  conditions  were  very  serious  in  summer,  owing  to  the 
dry  weather  and  bad  drainage — as  everyone  who  travelled 
knew ;  one  was  almost  driven  out  of  some  of  the  cities  by  the 
smells.  In  New  York  the  climatic  conditions  in  March  and 
April  were  very  trying ;  whereas  in  autumn  it  was  exceedingly 
healthy  there.  While  acting  as  an  assistant  during  three 
years  in  a  Birkenhead  practice,  he  had  seen  a  much  worse  type 
of  all  forms  of  infectious  disease  (scarlet  fever,  measles, 
diphtheria,  etc.)  than  he  had  ever  seen  in  practice  in  Edinburgh, 
•showing  that  the  sanitation  of  Birkenhead  was  not  anything 
like  so  favourable  as  Edinburgh.  He  had  also  seen  in  Birken- 
head within  a  year  several  cases  of  puerperal  albuminuria,  a 
few  of  which  became  eclamptic.  All  the  puerperal  albuminuric 
•cases  recovered  under  treatment ;  all  the  eclamptic  cases  died, 
showing  the  severe  type  which  prevailed  in  Birkenhead, 

The  mortality  from  eclampsia  in  other  cities  might,  with 
interest  and  advantage,  be  compared  also  with  the  death-rate 
in  infectious  diseases. 

Dr  Oliphant  Nicholson  had  much  enjoyed  the  paper.  Sir 
Halliday  Groom  had  raised  so  many  points  that  one  could  only 
refer  to  one  or  two  of  them.  The  very  striking  difference 
between  the  diet  of  town  and  country  people  was  interesting, 
and  suggestive  in  relation  to  the  incidence  of  eclampsia  in  the 
two  classes.  If  one  admitted  that  meat  diet  had  anything  to 
■do  with  the  disease,  one  had  to  admit  that  it  was  a  question  of 

L 
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faulty  proteid  metabolism.  That  idea  carried  one  at  once  to 
the  matter  of  adequate  thyroid  activity,  for  it  was  now  well 
known  that  the  thyroid  secretion  was  intimately  and  com- 
plexly bound  up  with  the  metabolism  of  proteids.  He  quite 
agreed  with  Sir  Halliday  Groom  that  the  occurrence  of 
eclampsia  was  almost  certainly  dependent  on  some  fault  in 
the  woman  herself — women  who  took  eclampsia  were  peculiar 
in  some  way,  and  probably  as  regards  the  proper  balancing  of 
their  various  internal  secretions.  It  might  be  that  their 
thyroidal  secretion  was  either  primarily  at  fault,  or  became 
seriously  interfered  with  later  on.  In  exophthalmic  goitre — 
Graves'  disease — one  probably  never  found  eclampsia  occurring,, 
because  in  that  condition  there  was  always  a  superabundance 
of  secretion  from  the  thyroid  gland.  Persons  who  suffered 
from  tubercular  disease  never,  in  his  experience,  took 
eclampsia;  these  people  also  had  an  excess  of  thyroid  secre- 
tion in  their  tissues.  It  was  an  interesting  point  that  in 
the  presence  of  a  large  excess  of  thyroidal  secretion,  as  was 
the  case  in  Graves'  disease,  the  quantity  of  biliary  salts  present 
in  the  blood  was  greatly  diminished.  In  this  disease  and  in 
phthisis  that  was  one  reason  why  the  pulse  was  so  rapid  and  of 
low  pressure.  Now  exactly  the  reverse  of  this  was  found  in 
jaundice,  and  in  a  toxseraia  like  eclampsia.  In  these  conditions 
there  was  a  great  excess  of  bile  salts  in  the  blood,  and  the 
pulse  was  slow,  and  the  blood-pressure  high.  Exophthalmic 
goitre  had  been  treated  recently  by  the  injection  of  bile  salts, 
and  good  results  had  been  obtained.  The  point  Dr  jSTicholson 
wished  to  emphasise  was  that  if  there  was  an  abundance  of 
thyroidal  secretion,  probably  eclampsia  would  not  occur.. 
The  thyroidal  secretion  had  been  shown  to  have  some  very 
important  antitoxic  effects,  and  if  present  in  normal  quantity 
the  metabolism  of  proteids  was  completed  up  to  the  manu- 
facture of  urea,  instead  of  stopping  at  a  half-way  stage. 
Another  interesting  point    was  the   number    of  cases   which. 
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occurred  in  1899;  that  was  aboiit  the  time  of  the  South 
African  war.  It  was  just  possible  that  as  there  was  then 
more  poverty  the  food  of  the  people  was  changed  considerably 
for  the  worse.  More  tinned  foods  would  be  used.  Sir  Halliday 
had  mentioned  a  large  number  of  interesting  points  that  one 
would  like  very  much  to  consider  in  detail  at  another  time. 

Dr  Lamond  Lachie  said  there  were  only  two  points  he 
would  refer  to  in  the  paper,  which  he  had  enjoyed  very  much. 
The  first  was  the  grouping  of  cases,  and,  in  illustration  of  the 
importance  of  this,  he  would  mention  the  record  of  two  most 
interesting  years  in  Paris.  In  the  first  year  there  was  a  very 
small  number  of  cases ;  in  the  second  year  there  was  ten  times 
the  number.  The  climatic  conditions  were  exactly  the  same. 
The  author  (whose  name  Dr  Lackie  could  not  remember)  could 
not  explain  in  any  way  why  these  cases  suddenly  increased. 
The  second  point  was  the  diet.  There  must  be  something,  yet 
he  did  not  find  that  eclampsia  was  less  frequent  amongst  the 
rich  than  amongst  the  poor ;  there  was  the  same  proportion  of 
cases.  The  constitution  of  the  patient  and  climate  seemed  to 
be  of  no  account  at  all.  It  seemed  to  him  that  diet  had  some 
effect,  but  how  it  acted  he  did  not  know. 

The  President  said  this  paper  was  one  of  the  most  suggestive 
he  thought  he  had  ever  heard  at  this  Society,  it  opened  up 
many  points  which  might  help  in  the  treatment  of  eclamptic 
cases.  There  were  so  many  points,  that  one  could  only  refer  to 
a  few.  First  of  all,  he  understood  that  Sir  Halliday  Groom 
said  that  1  in  35  cases  suffered  from  eclampsia,  as  shown  by 
the  Hospital  statistics,  in  Edinburgh,  and  1  in  250  in  other 
places.  That  would  indicate  that  in  the  Edinburgh  Hospital 
the  cases  were  quite  abnormally  frequent.  Was  it  only  the 
abnormal  cases  which  came  into  hospital?  How  did  the 
Maternity  Hospital  compare  with  the  Eotunda,  for  example  ? 
If  one  said  that  eclampsia  occurred  in  1  in  35  cases  in  Edin- 
burgh, one  cast  a  slur  on  Edinburgh.     He  thought  it  might  be 


164  TREATMENT   OF   CONTRACTION    OF   PELVIC   OUTLET, 

explained  in  that  way,  namely,  that  a  much  greater  proportion 
of  abnormal  cases  came  into  hospital  in  Edinburgh  than  into 
maternities  in  other  places.  Another  interesting  point  was 
the  increase  of  eclamptic  cases  during  the  recent  years,  while 
the  mortality  had  decreased.  His  impression  was  that  the 
mortality  from  eclampsia  had  been  greater  during  the  last  few 
years;  he  was  pleased  to  learn  that  it  was  not  so.  The 
question  of  change  in  the  diet  as  a  cause  was  also  interesting. 
Their  forefathers  did  not  eat  the  same  sort  of  food  as  most 
people  do  nowadays,  and  no  doubt  the  customs  had  changed 
both  for  rich  and  poor.  With  regard  to  the  frequency  of 
eclampsia  in  primiparae,  in  the  Lauriston  Home,  out  of  60 
cases  there  had  not  been  a  single  case  of  actual  eclampsia. 
Xow  these  patients  were  all  primiparae,  and  should  be  more 
liable  to  eclampsia  than  multiparas.  Those  patients  did  not  go 
out  much,  and  they  were  not  kept  on  a  highly  nitrogenous  diet. 
A  further  point  of  interest  was  the  diminished  mortality  in 
twin  cases,  which  was  very  difficult  to  understand. 

Sir  Hallidcty  Croom,  in  reply,  thanked  the  Society  for  the 
kind  way  in  which  they  had  listened  to  his  paper,  and  the 
speakers  for  their  remarks. 


VIII.  TREATMENT  OF  CONTRACTION  OF  PELVIC  OUT- 
LET—TWO CASES,  ONE  TREATED  BY  PUBIOTOMY, 
THE  OTHER  BY  INDUCTION. 

By  James  Young,  M.D.,  F.R.C.S.,  Physician  to  the  Lauriston  Pre- 
Maternity  Home ;   Gynsecologist  to  St  Saviour's  Dispensary. 

I  HAVE  recently  had  under  my  care  two  cases  of  contraction  of 
the  pelvic  outlet,  each  of  which  I  believe  exhibits  some  points 
of  practical  importance. 

In  this  country  contraction  of  the  outlet  has  not  received 
much  attention.     That  it  occupies  an  unimportant  place  in  the 
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calculations  of  practical  obstetricians  is  proved  by  the  fact  that 
it  is  absent  or  receives  only  a  passing  mention  in  the  many  dis- 
cussions on  the  subject  of  pelvic  contractions  which  have  been 
held  in  recent  years.  The  same  is  true  of  the  text-books  on 
midwifery.  The  treatment  of  contracted  pelves  is  almost 
invariably  discussed  in  terms  of  the  diameters  of  the  inlet. 
That  this  neglect  is  unjustified  is  suggested  by  the  statement  of 
Whitridge  Williams,  based  on  a  study  of  2215  successive  cases 
in  which  measurements  were  taken  at  full  time,  that  in  the 
United  States  the  typical  funnel  pelvis  constitutes  44  per  cent, 
of  all  deformed  pelves  in  white  women.  This  is  a  striking 
discovery.  The  same  relationship,  however,  cannot  apply  in 
this  country,  in  which  rickets  is  the  predominant  cause  of  pelvic 
deformity,  a  deformity,  from  the  obstetric  standpoint,  most 
marked  at  the  brim,  whilst  in  the  United  States  only  about  6 
per  cent,  of  pelvic  abnormalities  are  due  to  rickets.  The  large 
number  of  funnel  pelves  discovered  by  Williams  (1)  in  his  series, 
however,  suggests  the  possibility  of  the  absolute  number  being 
greater  in  this  country  than  is  ordinarily  supposed.  Within  a 
few  weeks  I  had  two  typical  examples  in  my  own  practice. 

If,  as  Williams  suggests,  the  condition  of  funnel  pelvis  is 
due  to  a  high  assimilation,  i.e.  a  fusion  of  the  last  lumbar  and 
the  first  sacral  vertebrse,  the  condition  is  brought  into  the 
category  of  a  developmental  deformity,  a  fact  which  increases 
the  likelihood  of  its  being  independent  of  local  influences,  and 
supports  the  belief  that  the  obstetric  consideration  it  receives 
in  this  country  is  more  meagre  than  its  importance  demands. 

There  are  two  distinct  types  of  pelvis  with  contracted 
outlet.  In  the  first  the  abnormality  is  superimposed  on  a  con- 
dition of  imperfect  development,  such  as  characterises  the 
generally  contracted  or  justo-minor  pelvis.  In  the  second — 
the  typical  funnel  pelvis — the  contraction  is  limited  to  the 
outlet,  and  would  seem  in  the  large  number  of  cases  to  be 
associated  with  a  high  assimilation,  which  leads  to  a  rotation  of 
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the  innominate  bones  on  a  horizontal  axis  with  an  approxima- 
tion of  their  lower  ends.  The  typical  funnel  pelvis  is  present 
in  5 "87  per  cent,  of  white  women,  whilst  the  generally  con- 
tracted funnel  pelvis  is  only  present  in  9  per  cent.  (2).  The  cases 
which  I  shall  relate  belong  to  the  former  class. 

The  normal  distance  between  the  ischial  tuberosities  is  4 
ins.  (10  cm.).  As  the  result  of  a  study  of  his  cases  "Whitridge 
Williams  places  the  lower  level  of  safety  at  8  cm,  (3^  ins.),  but, 
as  is  well  known,  the  bisischial  diameter  may  be  reduced  below 
this  and  yet  a  spontaneous  delivery  at  term  take  place.  This 
is  possible  either  in  the  case  of  an  unusually  small  child,  or  with 
an  ordinary  child  it  may  occur  in  the  event  of  the  part  of  the 
pelvic  outlet  behind  the  transverse  diameter  being  sufficiently 
large.  In  the  present  state  of  our  knowledge  we  have  no 
precise  method  of  determining  the  size  of  the  child,  and  the 
conditions  forbid  the  employment  of  a  method  of  discovering 
the  relative  sizes  of  head  and  maternal  parts  such  as  that  of 
Mliller  for  the  case  of  the  pelvic  brim.  It  is  clear  that  the 
only  method  available  in  the  majority  of  cases,  and  it  can  be 
defined  as  only  approximately  scientific,  consists  in  a  measure- 
ment of  the  outlet  behind  the  bisischial  diameter.  This  should 
invariably  be  carried  out  in  a  suspicious  case. 

Special  instruments  have  been  devised  for  measuring  the 
distance  between  the  bisischial  diameter  and  the  tip  of  the 
sacrum,  i.e.  the  posterior  sagittal  diameter,  but  it  can  be  done 
with  sufficient  accuracy  by  placing  the  patient  in  the  dorsal 
position  at  the  edge  of  the  bed  with  the  legs  drawn  up,  laying 
a  pencil  across  the  pelvic  outlet  at  the  level  of  the  nearest 
points  on  the  inner  margins  of  the  ischial  tuberosities,  and  with 
callipers  marking  off  the  interval  between  the  centre  of  this 
line  and  the  tip  of  the  sacrum.  One  cm.  subtracted  from  the 
measurement  thus  obtained  gives  the  diameter  available  in  the 
posterior  part  of  the  outlet. 

With  regard  to  the  relation  which  must  exist  between  the 
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transverse  and  the  posterior  sagittal  diameter  before  a  spon- 
taneous labour  can  be  expected,  there  is  some  difference  of 
opinion.  Klien  (3),  one  of  the  first  writers  to  formulate  a 
scientific  method  of  treatment  of  outlet  contractions,  states 
that  with  a  transverse  of  8  cm.  a  posterior  sagittal  diameter 
of  9  cm.  is  required,  whilst  Whitridge  Williams  places  the 
latter  figure  at  7-5  cm.  The  latter  author  gives  the  following 
table  of  approximate  measurements  with  which  it  is  exceptional 
to  get  spontaneous  labour : — 


lisischial  Dia 

meter. 

Posterior  Sagittal  Diameter. 

8-0  cm. 

7'5  cm. 

7-0   „ 

8-0   „ 

6-5   „ 

8-5    „ 

6-0   „ 

9-0   „ 

5*5    „ 

10-0   „ 

In  the  article  from  which  this  taljle  is  taken  Whitridge 
Williams  makes  some  interesting  observations  on  the  influence 
of  posture  upon  the  size  of  the  outlet.  Matthews  Duncan, 
many  years  ago  (1854),  referred  to  the  enlargement  of  the 
antero-posterior  diameter  obtained  by  flexing  the  thighs  on 
the  abdomen,  a  result  which  may  be  considered  as  the  converse 
of  the  increase  in  the  conjugata  vera,  which  Walcher  thirty- 
five  years  later  (1889)  showed  was  produced  by  extending  the 
legs  on  the  pelvis.  Since  Walcher's  discovery  Matthews 
Duncan's  observation  has  been  rehabilitated  by  several  workers. 
As  Williams  points  out,  the  exaggerated  lithotomy  position 
■cannot  be  maintained  for  any  length  of  time  unless  an 
ansesthetic  is  given,  and  it  is  therefore  not  available  in  the 
majority  of  cases.  This  disadvantage  is  overcome  by  finding 
that  a  modified  Sims'  position,  in  which  the  legs  are  even 
more  flexed  than  usual  on  the  abdomen,  gives  equally  good 
results.^     Whilst  he  has  not  had  enough   of  cases  of  funnel 

^  Williams  states  that  "  this  observation  is  of  very  considerable 
practical  importance,  and  that  it  emphasises  in  an  unexpected  manner 
the  advantages  of  the  exaggerated  Sims'  iDOsition  for  delivery.     It  not 


168     TUEATMENT  OF  COXTE ACTION  OF  PELVIC  OUTLET, 

pelvis  on  which  to  dogmatise,  Williams  has  convinced  himself 
of  the  value  of  this  procedure  by  a  series  of  examinations 
carried  out  on  normal  women. 

First  Case. 

PuMotomy. — As  far  as  I  can  make  out  this  constitutes  the 
second  case  of  pubiotomy  reported  at  the  meetings  of  this 
Society.  The  first  was  recorded  by  Dr  Berry  Hart  in  1904. 
In  that  case  the  patient  unfortunately  died  on  the  third  day 
after  the  operation,  from  chloroform  poisoning.  The  operation 
was  carried  out  in  a  patient  with  a  narrowing  of  the  brim, 
who  had  been  delivered  four  years  previously  by  craniotomy. 
The  child  was  living. 

The  patient  whose  case  I  wish  to  record  was  sent  to  me 
by  Dr  G-ardner  of  Leith,  to  whom  she  had  first  entrusted 
herself  for  medical  attention  in  this  pregnancy.  She  was  a 
strong  woman  of  28  years  of  age.  There  was  no  history  or 
sign  of  rickets.     The  height  was  4  ft.  11  ins. 

She  had  had  two  children  previously.  The  first  went  to 
full  time,  and  was  only  delivered  after  craniotomy  on  27th 
September  1908.  The  weight  of  the  child  was  not  noted. 
There  is  no  information  available  as  to  the  position.  In  view 
of  the  calamity  just  mentioned,  induction  of  labour  a  month 
before  full  time  was  carried  out  in  the  second  pregnancy.  This 
child,  however,  was  delivered  on  17th  June  1910,  after  a 
very  difficult  and  tedious  forceps  extraction,  and  lived  only 
a  few  minutes.  The  forceps  was  aj^plied  because  of  the  long 
delay  of  the  head  in  the  pelvis.  The  child  was  again  not 
weighed.  Dr  Gardner  says  that  the  head  was  born  in  an 
occipito -posterior  position. 

The  pregnancy  with  which  we  are  at  present  concerned  was 
expected  to  reach  full  term  about  26th  August  1911. 

only  brings  about  a  degree  of  enlargement  of  tlie  antero-posterior 
and  posterior  sagittal  diameters  sufficient  to  permit  the  spontaneous 
termination  of  labour,  which  would  be  impossible  in  the  ordinary 
obstetrical  position,  but  at  the  same  time  it  should  diminish  the 
frequency  of  deep  perineal  tears  by  the  same  mechanism." 
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The  measurements  taken  when  I  saw  her  are  as  follows : — • 

Interspinous  diameter  ...  22  cm.  (9  ins.). 

Intercristal  diameter    ...  28  cm.  (11  ins). 

External  conjugate       ...  19  cm.  (7h  ins.). 

Diagonal  conjugate       .        .        .  Promontory  not  reached 

with  the  finger. 
Between  tubera  ischii  .        .        .  8  cm.  (3j  ins.). 
Antero-posterior  diameter  of  out- 
let         11  cm.  (i'l  ins.). 

Posterior  sagittal  diameter  .         .  G  cm.  (ik  ins.). 

In  view  of  the  previous  history,  and  especially  the  failure 
of  induction  of  labour  in  the  last  pregnancy  at  a  comparatively 
early  period,  namely,  the  36th  week,  and,  in  addition,  having 
regard  to  the  pelvic  measurements,  it  was  concluded  that  the 
most  reasonaljle  chance  of  obtaining  a  living  child  on  this 
occasion  would  be  obtained  by  waiting  till  full  time  and  then 
delivering  by  Cesarean  section  or  pubiotomy.  The  two 
alternatives  were  explained  to  the  patient  and  her  husband. 
Coesarean  section  was  refused.  The  patient  said  that  if  other 
measures  failed  this  time  she  would  be  willins;  to  submit  to 
this  operation  on  a  future  occasion.  It  was  accordingly  decided 
to  let  the  pregnancy  continue  till  full  time,  and  then,  if 
necessary,  carry  out  pubiotomy.  The  fact  that  the  patient  was 
a  multipara  was  recognised  as  enhancing  the  chance  of  a  safe 
delivery  being  obtained  by  this  means.  The  patient  refused, 
even  after  strong  advice  given  by  Dr  Gardner  and  myself,  to 
leave  her  house  in  favour  of  a  nursing  home. 

Labour  set  in  on  27th  August  1911,  at  8  a.m.  I  saw 
her  at  -i  p.m.,  when  the  pains  were  very  severe  and  very 
frequent,  and  chloroform  was  immediately  administered  by  Dr 
Gardner.  The  patient  was  slung  up  into  the  lithotomy  posi- 
tion, the  vulva  was  shaved  and  painted  over  with  linimentum 
iodi,  as  w^ere  also  the  lower  abdomen  and  the  inner  side  of  the 
thighs.  The  preparations  were  all  carried  out  before  the  patient 
was  examined,  as  by  this  means  it  was  believed  that  the  risks 
of  infection  would  be  diminished.  The  examination,  which  was 
then  made,  showed  the  head  to  be  well  down  in  the  pelvis  and 
fixed  in  the  R.O.P.  position.     It  should  be  mentioned  that  the 
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foetal  heart  could  not  be  heard  at  any  point  in  the  abdomen, 
and  this,  we  feared,  pointed  to  some  calamity,  but  it  was 
attributed  after  the  examination  to  the  posterior  position 
occupied  by  the  child. 

The  bladder  was  emptied,  the  membranes  were  ruptured, 
and  the  forceps  was  applied  in  the  hope  that  we  might  be 
dealing  with  a  small  head,  and  that  with  the  moulding  present 
it  might  be  delivered  instrumentally.  In  addition,  the  applica- 
tion of  the  forceps  before  division  of  the  pubis,  should  this  be 
necessary,  obviates  the  risks  of  excessive  separation  of  the  bony 
edges  with  the  attendant  risks  of  laceration  of  the  soft  parts, 
which  are  present,  if  their  application  is  carried  out  at  a  later 
stage.  Three  strong  pulls  failed  to  move  the  head  in  the  least. 
The  fixation  of  the  head  in  a  cavity  constricted  transversely 
determined  us  against  attempting  to  rotate  it  into  the  anterior 
position,  and  pubiotomy  was  immediately  carried  out  accord- 
ing to  the  method  described  by  Doderlein.  Some  slight 
difficulty  was  encountered  in  passing  the  point  of  the  curved 
needle  through  the  opening  in  the  periosteum  made  by  the 
transverse  incision  along  the  upper  margin  of  the  pubis  on  the 
left  side.  When  once  introduced,  however,  it  was  easily  guided 
along  to  the  lower  margin,  at  which  it  was  projected  under  the 
skin.  After  forcibly  dragging  the  left  labium  majus  over  to 
the  other  side  to  avoid  injury  of  the  subjacent  vascular  tissues, 
the  skin  was  incised  and  the  point  of  the  needle  pushed 
through.  The  Gigli  saw  loosely  fixed  to  the  hook  was 
then  drawn  through  and  severed  the  bone  in  a  few  minutes. 
Meanwhile  the  thighs  of  the  patient  were  pressed  together 
to  prevent  undue  separation  of  the  bony  edges.  The  com- 
pletion of  the  division  of  the  pubis  was  recognised  by  the 
sensation  given  by  the  saw  being  dragged  across  the  soft  parts, 
and  by  moving  the  finger  down  the  front  of  the  bone,  when 
the  breech  was  felt  all  the  way  down.  There  was  only 
slight  oozing  from  the  wound,  the  greater  amount  of  blood 
escaping  through  the  upper  opening.  Altogether  there  could 
not  have  been  more  than  1  oz.  lost. 

The  head  was  now  extracted  with  the  forceps  with  great 
ease,  and  was  soon  followed  l)y  the  trunk.     During  the  process, 
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SO  far  as  we  could  judge  by  the  finger,  the  pelvic  edges  were 
separated  at  the  most  about  l-J  to  2  inches.  This  measurement 
is  only  approximate.  During  the  extraction  of  the  head  the 
a,nterior  vaginal  wall  tended  to  bulge  out  in  front  of  it,  and 
it  could  easily  be  seen  how,  unless  great  care  were  taken, 
the  bladder  would  be  torn  from  its  bony  attachments.  This 
risk  was  obviated  by  using  the  left  hand  to  hold  and  push 
back  the  prolapsing  vaginal  wall  whilst  the  head  was  being 
extracted  with  the  right  hand.  The  perineum  and  vaginal 
walls  were  intact.  There  was  no  difficulty  with  the  placenta. 
At  the  end  of  the  operation  the  general  condition  of  the 
patient  was  excellent ;  the  pulse-rate  was  66.  The  child  w^as 
a  well-developed  and  healthy  female  infant. 

The  lower  wound  was  closed  with  horsehair,  and  covered 
with  collodion ;  the  upper  also  was  closed  except  for  a  gap  lefc 
at  its  outer  part  for  a  small  gauze  drain  passed  down  for  about 
2  inches,  care  being  taken  to  avoid  inserting  it  between  the 
bony  edges.  Tins  drain  was  left  in  for  two  days.  The  lower 
wound  healed  by  first  intention  and  the  upper  healed  without 
the  least  difficulty  under  a  collodion  dressing  applied  after  the 
removal  of  the  drain. 

The  pelvis  was  supported  for  three  days  with  a  strip  of 
o-inch  wide  strapping  rolled  twice  round  the  body.  This  was 
removed  after  the  bowels  moved,  and  was  replaced  by  two 
strips,  one  on  each  side,  passing  back  to  the  level  where  the 
body  of  the  patient  rested  on  the  bed.  The  two  strips  were 
drawn  firmly  together  in  front  by  tapes  passed  through  holes 
near  the  edges  of  the  strapping.  This  arrangement  was  found 
-quite  satisfactory  from  the  point  of  view  of  steadying  the 
pelvis,  and  was  infinitely  more  convenient  for  the  nurse,  as 
also  for  the  dressing  of  the  upper  wound.  It  should  be 
mentioned  that  the  patient  lay  throughout  in  an  ordinary 
bed  with  a  firm  mattress. 

In  connection  with  the  after-treatment  it  should  be 
mentioned  that  catheterisation  was  necessary  for  twenty- 
four  hours.  The  urine  drawn  off  was  blood  free.  A 
hsematoma,  which  formed  at  the  most  dependent  part  of 
the  left  labium  majus,  gave  rise  to  some  pain  and  discomfort, 
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but  it  disappeared  completely  in  fourteen  days.  Except  for 
a  sudden  rise  of  temperature  to  102"  F.,  with  as  sudden  a 
fall,  early  in  the  third  week,  the  temperature  never  at  any 
time  rose  to  99°  F.  Except  for  two  registers  of  98"6°  and 
98*8°  F.  the  temperature  throughout  the  whole  of  the  first 
fortnight  was  either  normal  or  slightly  subnormal.  In  other 
words,  there  was  a  complete  absence  of  even  a  mild  septic 
infection  such  as  is  mentioned  amongst  the  risks  of  the 
operation.  As  already  indicated,  also,  there  was  no  injury 
to  the  bladder  and  urethra,  another  accident  sometimes 
associated  with  this  operation. 

In  this  case  the  narrowing  of  the  outlet,  w^hilst  alone 
sufficient  to  constitute  a  distinct  obstacle  to  the  passage 
of  the  child,  was  complicated  by  the  occipito-posterior 
position  occupied  by  the  head.  It  is  possible  that  an  early 
examination  might  have  led  to  a  detection  and  rectification 
of  this  abnormality  before  the  head  became  fixed  in  the  pelvic 
cavity,  but  the  narrowing  present  would  almost  certainly  even 
then  have  precluded  the  possibility  of  a  simple  forceps 
extraction,  and,  in  addition,  the  risks  associated  with  infection 
would  have  been  multiplied  in  the  event  of  the  pubiotomy 
being  carried  out.  It  is  likely  that  the  posterior  position 
was  dependent  on  the  pelvic  narrowing,  and  the  want  of  any 
attempt  at  rotation  was  doubtless  traceable  to  the  same  factor. 

The  patient  got  out  of  bed  on  the  17th  day,  and,  except  for 
a  slight  limp,  which  improved  as  she  began  to  go  about,  there 
was  no  mechanical  disturbance  of  any  kind.  When  seen  six 
weeks  after  the  operation  there  was  still  a  trace  of  the  limp. 
The  patient  told  me  that  she  felt  no  discomfort  on  walking, 
but  she  imagined  that  her  left  leg  felt  a  little  weaker  than  the 
right.  Dr  Gardner  informs  me  that  by  the  third  month  there 
was  no  trace  of  the  limp.  The  patient  is  able  to  go  about  her 
duties  without  the  least  trouble  of  any  description. 

The  child,  which  was  8|  lbs.  at  birth,  has  never  given  any 
trouble. 

An  X-ray  photograph,  taken  by  Dr  ]\rKendrick  six  weeks 
after  the  operation,  shows  that  the  pubic  union  is  of  a  fibrous 
nature,  and  in  addition  that  there  is  a  small  amount  of  separa- 
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tion  of  the  articular  surfaces  of  the  sacro-iliac  joints.  This,  no 
doubt,  is  dependent  upon  the  slight  separation  of  the  pubic 
-edges  in  front,  with  a  consequent  eversion  of  the  innominate 
bones. 

In  conclusion,  I  would  say  that  this  case  demonstrates 
what  has  been  repeatedly  shown  on  the  Continent,  in  Dublin, 
Glasgow,  and  elsewhere,  that  the  ojDeration  of  pubiotomy  may 
be  employed  with  complete  success  in  a  suitable  case  if  the 
requisite  precautions  be  observed.  It  is  interesting  to  note 
that  the  operation  is  still,  so  far  as  one  can  see,  almost  if 
not  wholly  rejected  by  the  two  great  obstetric  centres,  London 
and  Edinburgh.  Personally  I  believe  that  the  utility  of  the 
operation  is  beyond  doubt.  A  factor  which  above  all  has 
conspired  in  its  disfavour  has  been  the  unfortunate  results 
•attending  on  its  employment  in  infected  or  suspicious  cases. 
The  recent  literature  shows  that  injury  to  the  bladder  and 
urethra  is  becoming  progressively  less  and  less  common. 

From  some  interesting  data  supplied  by  an  after-study  of 
his  cases  Whitridge  Williams  concludes  that  the  operation 
is  especially  useful  in  outlet  contractions.  Measurements 
were  carried  out  after  the  lapse  of  an  interval  of  time  for 
the  purpose  of  determining  what  effect,  if  any,  the  operation 
had  exerted  upon  the  size  of  the  pelvis.  In  16  out  of 
35  cases  the  distance  between  the  tubera  ischii  had  become 
increased  following  the  operation.  This  increase  varied 
from  1  to  3  cm.  and  averaged  1-62  cm.  Li  three  of  the 
■cases  pubiotomy  was  carried  out  for  dystocia  in  typical 
funnel  pelves,  and  in  them  the  subsequent  increase  in  the 
bisischial  diameter  was  from  7  to  8,  7  to  8-5,  and  6  to  9  cm. 
respectively.  In  some  cases  there  is,  in  addition,  a  slight 
permanent  increase  in  the  conjugata  vera,  but  this  is  not  so 
€onstant  or  so  marked  as  the  expansion  of  the  outlet. 

For  these  reasons  pubiotomy  is  to  be  looked  upon  as  the 
operation  of  choice  in  severe  dystocia  in  a  funnel  pelvis 
demanding  radical  interference,  for  not  only  does  it  allow  of 
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an  easy  termination  of  labour,  but  in  the  majority  of  cases 
it  results  in  a  permanent  enlargement  of  the  outlet,  with  the 
prospect  of  subsequent  spontaneous  deliveries.  By  its  means 
many  narrowed  pelves  can  be  transformed  into  pelves  of  normal 
dimensions.  Williams  considers  the  operation  of  especial  value 
in  primiparous  patients,  because  by  deciding  to  carry  it  out 
if  necessary  one  can  await  the  test  of  labour. 

Whilst  there  can  be  little  doubt  that  the  rule  as  formulated 
in  the  last  paragraph  is  a  useful  ideal,  it  is  one  which  must  be 
subject  to  many  exceptions,  determined  by  the  presence  or 
absence  of  expert  skill,  etc.  It  is  natural  that  Whitridge 
AVilliams  should  over-value  the  advantages  of  pubiotomy,  as 
he  deprecates  induction,  recognising  only  one,  what  may  h& 
called  mechanical,  indication  for  its  use,  namely,  post-maturity 
of  the  child.  Whilst  it  may  be  true  that  in  expert  hands 
excellent  results  can  be  obtained  in  a  primipara  by  the 
expectant  line  of  treatment,  terminated  if  necessary  by 
pubiotomy,  there  can  be  no  doubt  that,  taken  all  over,  the 
best  average  results  are  gained  by  induction.  The  maternal 
risks  must  dominate  the  issue  in  the  mind  of  the  medical 
attendant.  Alike  from  the  domestic  and  the  civic  standpoint 
the  mother's  life  is  more  important  than  that  of  the  child,  and 
whilst  the  maternal  risks  in  induction  are  practically  nil,  the 
mortality  from  pubiotomy  (as  also  of  Csesarean  section  in  the 
most  suitable  cases)  is  not  under  2  or  3  per  cent.  Any 
departure  from  these  considerations  must  be  taken  only  where 
the  mother  is  prepared  to  assume  the  extra  risks.  Such  was 
the  case  in  the  record  I  have  just  read. 

Second  Case. 

Induction  of  Premature  Labour. — In  the  management  of 
this  patient  I  was  associated  with  Dr  Macalister  of  Forfar. 
She  was  a  tall,  well-developed  girl  of  21,  in  whom  the  existence 
of  a  pelvic  abnormality  would  scarcely  have  been  suspected. 
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She  was  first  seen  by  Dr  John  Phillips  of  London,  who 
recognised  the  existence  of  the  pelvic  narrowing  and  indicated 
the  possibility  of  an  induction  of  premature  labour  l)eing 
necessary.  Her  menstrual  dates  pointed  to  full  time  being 
about  8th  October  1911. 

The  measurements  of  the  pelvis  were  as  follows: — 

Interspinous  diameter        ...  20  cm.  (8]  ins.). 

Intercristal  diameter  ....  25  cm.  (10  ins.). 

External  conjugate    ....  18  cm.  (7  ins.). 

Diagonal  conjugate    ....  Promontory  could  not 

be  felt. 

Between  the  tubera  ischii ...  7  cm.  (2*  ins.). 

Antero-posterior  diameter  of  outlet  .  11  ••5  cm.  (4\  ins.).   • 

Posterior  sagittal  diameter        .        .  8  cm.  (.3?  ins.). 

An  examination  was  made  under  chloroform  on  2nd 
September,  and  it  was  found  by  employing  the  manipulative 
method  described  by  Munro  Kerr  that  the  head  descended 
easily  through  the  pelvic  brim.  As  far  as  it  was  possible  to 
say  by  palpation,  the  head  seemed  to  be  small  at  this  date.. 
The  reason  for  the  attempt  to  gauge  the  relative  size  of  head 
and  pelvis  was  based  upon  the  belief  that  any  difficulty  in 
forcing  the  head  through  the  brim  would  point,  in  the  presence 
of  the  apparently  roomy  nature  of  the  pelvic  inlet,  to  an 
unusually  large  size  of  head,  and  this  would  give  a  positive 
indication  for  interference. 

As  it  was,  there  was  little  to  guide  us  in  our  treatment  of 
the  case.  With  the  measurements  of  the  outlet  such  as  I  have 
given  them  it  was  considered  possible  that  a  spontaneous 
delivery  might  occur  if  the  patient  were  left  to  full  term.  As, 
however,  the  success  or  failure  of  this  expectant  line  of 
procedure  is  determined  to  a  large  extent  by  a  factor  which  we 
have  no  means  of  gauging  with  the  least  accuracy,  namely,  the 
absolute  size  of  the  head,  it  seemed  to  me  that  its  adoption 
was  associated  with  a  distinct  risk.  Had  the  patient  been  a 
multipara  the  possibility  of  terminating,  if  necessary,  the 
expectant  treatment  by  pubiotomy,  as  in  the  case  recorded 
above,  might  have  been  considered.  Without  further  experience 
I  am  not  prepared  to  perform  pubiotomy  in  a  primipara. 
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I  should  like  here  to  emphasise  a  point  to  which  little  or  no 
attention  has  been  called,  namely,  that  whereas  it  is  now  fairly- 
easy  to  determine,  by  one  or  other  of  the  methods  devised  for 
the  purpose  of  gauging  the  relative  sizes  of  the  pelvic  brim  and 
foetal  head,  when  to  interfere  by  induction  in  a  case  of  contrac- 
tion of  the  inlet,  we  have  no  such  methods  to  aid  us  in  dealing 
v;^ith  outlet  deformities. 

After  consideration,  however,  of  the  data  such  as  I  have 
CTiven  them  above,  it  was  decided  that  the  best  results  to  mother 
and  child  would  probably  be  gained  by  inducing  labour,  and 
it  was  determined  to  carry  this  out  at  the  thirty-seventh 
week,  the  calculations  being  based  on  the  dates  given.  This 
was  accordingly  done,  and  a  bougie  introduced  on  17th 
September  was  followed  by  the  birth  of  the  child  on  19th 
September.  The  labour  lasted  from  1.30  a.m.  till  4  p.m.  on 
19th  September.  The  child  was  placed  in  the  L.O.A.  position, 
^nd  the  birth  was  normal  except  for  a  considerable  delay  in 
the  pelvic  cavity.  The  employment  of  forceps  was  avoided 
because  of  the  well-known  risks  associated  with  instrumental 
delivery  of  a  premature  child.  The  perineum  was  uninjured. 
The  recovery  of  the  mother  was  uneventful  The  child  was 
6  lbs.  in  weight  at  birth,  and  has  since  developed  well  in  every 
respect.  At  the  ninth  week  it  was  9  lbs.  6  ozs.  in  weight. 
The  mother  was  unable  to  nurse  it,  as  she  had  decided  to  go  to 
India  for  the  Durbar  and  to  leave  it  behind. 

Eeferences. 

1.  Obstetrics,  1908,  p.  705. 

2.  Trans.  Amcr.  Gyn.  Soc,  vol.  xxxvi.,  1911. 

3.  "Die     Geburtshiifliche    Bedeutung    d.    Verengerungen    d. 

Beckenausgangs,"    Volkmann's    Samml.    Jclin.     Vortrdge, 
No.  169. 


The  President  said  the  Society  would  be  glad  to  hear  any 
remarks. 

Sir   Halliday  Crooni  said  he  was  exceedingly  glad    to  be 
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present  to  hear  Dr  Young's  paper,  because  he  (Dr  Young)  had 
picked  out  the  ideal  case  for  pubiotomy.  Like  most  other 
teachers,  Sir  Halliday  Croom  had  set  his  face  against  pubiotomy 
as  an  operation  of  primary  choice.  He  saw  no  need  to  pit 
pubiotomy  against  Csesarean  section.  Dr  Young  had  pointed 
out  what  he  (Sir  Halliday  Croom)  taught  and  believed,  namely, 
that  pubiotomy  should  be  the  accompaniment  of  forceps, 
•and  should  only  be  carried  out  after  the  forceps  had  been 
•employed,  where  the  head  was  down  and  labour  had  gone  on 
for  a  certain  time.  Dr  Young  had  had  an  exceptionally 
fortunate  case. 

Dr  Berry  Hart  thought  pubiotomy  was  a  good  operation 
on  the  whole,  and  that  it  had  a  future  before  it.  It  was  easily 
done — one  could  cut  through  the  bone  just  as  easily  as  putting 
a  knife  through  cheese.  Of  course,  if  one  failed  with  the 
forceps  one  could  do  pubiotomy  for  difficulty  at  the  outlet.  He 
thought  it  a  useful  operation  for  contraction  of  the  inlet  also. 

Dr  Lamond  Lackic  said  if  the  members  would  allow  him, 
he  would  read  brief  notes  of  a  case  of  pubiotomy  he  had  done 
three  weeks  ago,  but  for  the  reverse  condition,  namely,  con- 
traction of  the  brim.  He  should  like  to  second  Dr  Berry 
Hart's  suggestion  that  the  operation  was  a  very  easy  one.  The 
exact  time  he  took  from  the  commencement  to  the  conclusion 
of  the  operation  was  seventeen  minutes.  The  patient  was  a 
multipara  who  had  had  a  female  child  delivered  by  craniotomy ; 
the  second,  now  living,  was  delivered  by  forceps ;  the  third,  a 
full-term  child,  was  delivered  by  forceps ;  the  fourth  was  born 
dead  after  craniotomy.  The  patient  herself  said  all  the  births 
were  cross  births ;  but  Dr  Lackie  did  not  think  that  could  have 
been  the  case.  The  pelvic  measurements  were : — Interspinous 
9-|-,  intercristal  10,  diagonal  conjugate  of,  true  conjugate  3} 
inches.  The  patient  went  into  labour  shortly  before  midnight 
on  20th  January ;  at  5  a.m.  on  the  21st  the  cervix  had  fully 
•dilated.     About  6.30  the  head  was  lying  above  the  brim,  and 

M 


178  TEEATMENT   OF   CONTRACTION   OF   PELVIC    OUTLET, 

no  descent  took  place.  To  attempt  high  forceps  with  the 
contracted  brim  was  simply  to  court  disaster.  He  did  a 
pubiotomy,  applied  the  forceps,  and  delivered  the  child,  as 
already  stated,  in  seventeen  minutes  from  the  beginning  of  the 
operation.  The  child  was  not  so  big  as  one  expected — it 
\v6ighed  6  lbs.  2  ozs. — but  the  diameters  of  the  head  were 
fairly  normal.  The  child  was  doing  well.  Curiously  enough, 
three  weeks  after  the  operation  this  patient  also  developed  a 
limp,  just  as  Dr  Young's  patient  did,  but  in  this  instance  it 
was  due  to  a  slight  phlebitis  in  her  calf.  Dr  Lackie  was  most 
interested  in  what  Dr  Young  said  about  the  measurements,  and 
in  his  paper  generally. 

Br  Oli'^liant  NicJiolson  said  he  understood  Dr  Young  to- 
say  that  he  had  diagnosed  the  position  of  the  head  as  occipito- 
posterior  and  then  applied  the  forceps.  Had  he  made  any 
attempt  to  manually  rotate  the  occiput  to  the  front  ?  A 
head  in  the  occipito-posterior  position  might  cause  an  almost 
insuperable  difficulty  to  delivery  even  where  there  was  no 
marked  contraction  of  the  pelvis.  Dr  Nicholson  also  asked 
Dr  Lackie  if  in  his  case  the  head  was  lying  in  an  occipito- 
posterior  position. 

Dr  Lackie  said  it  was  not ;  it  was  occipito-anterior. 

Dr  Wm.  Fordyce  had  no  experience  of  the  operation  except 
that  he  had  watched  two  pubiotomies  being  done.  In  one 
of  the  cases  the  patient  was  in  bed  for  ten  weeks  afterwards. 

Dr  Haig  Ferguson  asked  if  it  was  on  account  of  phlebitis  ? 

Dr  Fordyce  replied  that  he  thought  probably  the  operation 
was  done  in  a  pelvis  which  was  too  small  and  that  the  parts 
had  been  stretched. 

The  President  endorsed  Sir  Halliday  Groom's  remarks. 
After  pubiotomy  one  found  that  there  was  a  gain  of  almost 
2  inches  to  be  obtained  in  the  transverse  diameter  at  the 
outlet.  One  should  allow  labour  to  go  on  as  long  as  possible 
and  then  do  pubiotomy  to  assist  nature. 
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Dr  James  Young,  in  reply,  thanked  the  various  members  of 
the  Society  for  the  kind  way  in  which  they  liad  referred 
to  his  paper.  With  Dr  Berry  Hart  he  would  like  to  emphasise 
the  fact  that  the  operation  of  pubiotomy  was  a  most  excellent 
one.  There  could,  however,  be  no  doubt  about  the  fact  that 
cases  had  to  be  chosen  very  carefully.  A  point  not  sufficiently 
emphasised  in  the  text-books  was  that,  unless  the  patient 
was  under  expert  care,  disaster  might  result  in  performing 
pubiotomy ;  it  should  not  be  done  except  by  a  man  who  had 
associated  himself  with  this  type  of  work,  and  who  was  an 
expert  in  anatomy,  etc.  Therefore  it  should  be  clearly  under- 
stood that  unless  the  patient  could  be  removed  to  a  hospital, 
or  put  under  the  care  of  a  specialist,  this  operation  should  not 
be  carried  out.  He  supposed  Dr  Berry  Hart  would  agree 
that  the  mother's  life  and  health  must  inevitably  come  before 
that  of  the  child.  From  any  point  of  view  one  was  not 
justified  in  interfering  with  the  mother  for  the  sake  of  the 
child.  He  was  much  interested  in  Dr  Lackie's  case,  and  was 
glad  to  find  that  he  corroborated  the  most  important  results. 
AVith  regard  to  Dr  Nicholson's  question,  he  (Dr  Young)  was 
very  much  surprised  to  find  the  position  an  occipi to-posterior 
one ;  but  the  head  was  very  small,  and  rotation  would  not  have 
made  much  difference  in  the  delivery.  He  did  not  think  the 
President  w^as  quite  correct  about  the  increased  measurement : 
it  was  1  cm.  for  every  6  cm. 
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Meeting  V.— Maech  13,  1912. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society :— D.  M'Farlane  Barker,  M.B.,  Ch.B.,  4  Dalziel 
Place,  Edinburgh ;  Alexander  J.  W.  Buchanan,  M.B.,  Ch.B., 
Euth  Villa,  Cockenzie;  Morton  Burnet,  M.D.,  Beechknowe, 
Crieff;  William  L.  Cullen,  M.B.,  CM.,  Fairholme,  St  Boswells  ; 
Samuel  Ferguson,  M.B.,  CM.,  Lylestone  House,  Alloa ;  James 
T.  Gunn,  M.B.,  F.K.CS.E.,  Birchwood,  Auchterarder ;  Ptichard 
Heard,  M.B.,  Ch.B.,  B.A.O.,  E.U.L,  Major  I.M.S.,  care  of 
Grindlay  &  Co.,  54  Parliament  Street,  London,  S.W. ;  John 
Honeyford,  M.B.,  Ch.B.,  12  Warrender  Park  Terrace, 
Edinburgh ;  Thomas  Harcourt  Lawrie,  L.K.C.P.E.,  etc.,  St 
Clair,  Polmont  Station,  Stirlingshire;  Alexander  M'Ewau, 
M.B.,  CM.,  Thornhill,  Crieff;  George  M'Kellar,  M.D.,  20 
Bowmont  Street,  Kelso;  A.  G.  Ptitchie,  B.Sc,  M.B.,  Ch.B., 
Eoyal  Maternity  Hospital,  Edinburgh ;  Stanley  F.  Silberbauer, 
M.B.,  Ch.B.,  The  Eesidency,  Eoyal  Infirmary,  Edinburgh; 
Murray  B.  Steuart,  M.B.,  CM.,  Oakley,  Kirkcudbright; 
Ernest  A.  Walker,  M.B.,  Ch.B.,  Captain  I.M.S.,  care  of 
Thos.  Cook  &  Sons,  Ludgate  Circus,  London. 

II.  The  President  had  intended  to  show — (a)  double 
TUBEiiGULAii  PYOSALPINX,  but  something  had  gone  wrong,  and 
the  specimen  had  not  turned  up.  It  was  a  characteristic 
case,  and  interesting  from  the  very  large  amount  of  pus  and 
the  large  tubes,  which  were  the  size  of  bananas  when  removed. 

(&)  Uterus  and  appendages  removed  for  bilateral 
PYOSALPINX.  This  specimen  was  shown  to  contrast  with 
the  previous  one.  The  tubes  were  not  specially  large,  but 
contained  pus,  and  gonococci  were  found  on  microscopic 
examination.     Not   only   was   pus   present  in   the   tubes,  but 
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the  isthmal  duct  was  distended  with  caseous  matter.  It 
was  necessary  to  remove  the  uterus  as  well,  and  along  with 
the  gonococcal  tube  on  the  left  side  there  was  a  small  cyst. 

III.  Dr  F.  W,  N.  Hmdtain  showed  A  double  pyosalpinx, 

PROBABLY  ORIGINATING  AS  A  TUBERCULAR  CONDITION.      Although 

nut  on  the  Lillet,  Dr  Haultain  took  the  opportunity  of  bringing 
the  fresh  specimen  to  contrast  with  that  which  was  to  be 
shown  by  the  President.  It  was  removed  two  days  ago 
from  a  woman,  get.  about  40,  who  had  been  actively  working 
as  a  sister  of  a  large  surgical  clinique  until  three  months 
previously.  Three  months  ago  the  patient  was  seized  with 
an  acute  attack  of  appendicitis.  She  was  operated  on  by 
the  surgeon  in  charge  of  the  ward,  an  extremely  eminent 
man,  who  removed  the  appendix.  During  the  operation  he 
found  the  right  ovary  very  much  enlarged  and  thought  it 
better  to  remove  it.  In  spite  of  this,  the  patient  made  a 
poor  recovery  and  continued  to  suffer  from  a  great  deal  of 
pain,  and  continued,  as  she  had  done  for  many  years,  to 
show  symptoms  of  monorrhagia.  Dr  Haultain  was  conse- 
quently asked  to  examine  her,  and  found  behind  and  attached 
to  the  uterus  a  distinct  lump,  and  on  the  side  from  which 
the  ovary  had  been  removed  there  was  another  mass.  From 
these  appearances  and  also  the  fact  that  there  was  menorrhagia, 
the  assumption  was  that  there  was  a  fibroid  tumour.  As 
the  patient  had  only  recently  undergone  a  somewhat  formidable 
operation,  curettage  was  performed,  but  was  of  absolutely  no 
use.  Under  these  circumstances  there  seemed  to  be  nothing 
for  it  but  to  remove  the  pathological  condition.  On  opening 
the  abdomen  he  was  very  much  surprised  to  find  the  tumour  he 
now  showed  attached  to  the  uterus,  bound  down  in  the  pouch 
of  Douglas,  adherent  to  the  intestine,  and  a  complete  peritonitic 
condition  was  present.  On  the  other  side  there  was  a  similar 
mass  along  with  the  ovary.     He  was  at  a  loss  to  explain  the 
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condition  ;  at  first  sight  it  appeared  to  be  a  true  hermaphroditic 
condition — a  person  with  two  ovaries  and  two  testes,  or  with  four 
ovaries.  The  uterus,  which  was  very  adherent  to  the  tumour, 
and  the  masses  were  removed.  On  careful  examination  subse- 
quently, the  masses  were  found  to  be  the  Fallopian  tubes 
filled  with  caseous  pus.  The  pus  tube  and  ovary  were  seen 
on  this  side,  with  identically  the  same  thing  on  the  other 
side,  except  that,  owing  probably  to  the  peritonitis,  the  tube 
was  twisted  twice  upon  itself  with  a  very  marked  curve.  At 
the  terminal  extremity  there  was  again  a  collection  of  pus. 
The  condition  appeared  similar  to  a  dermoid.  The  tubes  were 
thickened  throughout.  Dr  Haultain  removed  the  uterus,  not 
only  because  it  was  his  custom  to  do  so  in  such  circumstances, 
but  because  with  this  tubercular  condition  of  the  tube  there 
miRht  be  an  extension  of  the  tubercle. 

Dr   Ballantyne  asked  if   there  was  only  one  tube  in  the 
pouch  of  Douglas. 

Dr  Haultain  replied  only  one. 

The  President  asked  if  there  was  any  diflBculty  in  removing 
the  uterus. 

Dr  Haultain  said  there  was  no  particular  difficulty. 

IV.  Dr  Archibald  M'Kendrich   showed  A  pelvimeter   for 

USE   WITH   X-RAYS. 


V.    TRANSPLANTATION   OF   THE   OVARY    IN   THE 
HUMAN  BEING:    RECORD  OF  THREE  CASES. 

By  Hugh  S.  Davidson,  F.R.C.S.Ed. 

After  reading  the  papers  by  Marshall  and  Jolly  and  Car- 
michael  on  ovarian  grafting  in  animals,  it  seemed  so  certain 
that    homoplastic    transplantation    of    the    ovary   should    be 
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successful,  that  I   determined    to  attempt  it  in  any  suitable 
case  in  the  human  being  that  presented  itself. 

The  great  difficulty  was  to  find  what  one  would  call  a 
suitable  case,  as  the  experimental  work  was  conducted  with 
what  we  may  consider  normal  ovaries.  If  one  was  to  be 
limited  to  such  cases,  transplantation  of  the  ovaries  would 
be  very  rarely  performed,  as  no  surgeon  in  these  days  of 
conservative  surgery  ever  removes  the  normal  ovary,  or  any 
ovary  unless  obviously,  by  appearance  or  well-defined  symptoms, 
pathological.  Even  then  many,  if  not  most,  operators  try  to 
conserve  some  part  of  the  diseased  ovary,  and  thus  no  necessity 
for  grafting  arises.  The  only  likely  cases  where  transplanta- 
tion of  a  normal  gland  would  be  performed  would  be  cases  of 
double  inflammatory  tubal  conditions,  where  the  ovaries  could 
not  be  properly  isolated  until  after  removal — and  how  rarely 
are  such  ovaries  normal.  If  transplantation,  therefore,  was  to 
be  anything  more  than  a  matter  of  laboratory  interest,  it  was 
obvious  that  more  or  less  pathological  ovaries  must  be  used, 
and  if  the  result  were  successful  a  wide  sphere  of  usefulness 
was  then  open  to  the  operation.  When  one  considers  the 
unpleasant  symptoms  of  nervous  breakdown,  headaches, 
flushings,  etc.,  which  are  so  often  associated  with  the  ordinary 
menopause,  and  how  these  complaints  are  usually  intensified  in 
a  premature  "  change  of  life "  artificially  induced  in  a  woman 
too  often  already  weakened  and  made  nervous  by  the  existing 
ovarian  disease,  one  is  induced  to  obviate  them  by  all  the  means 
at  one's  disposal,  or  at  least  alleviate  them  as  much  as  possible. 
Also,  if  successful,  it  would  make  unnecessary  to  a  great  extent 
the  so-called  conservative  surgery  of  the  ovaries,  which  is  of 
such  doubtful  value  owing  to  the  great — almost  insuperable — 
difficulty  in  telling,  by  the  naked  eye,  what  part  of  a  diseased 
ovary  is  normal.  Frequently  these  cases  require  a  second 
operation,  and  this  would  be  prevented  if  transplantation 
proved  successful. 
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I  have,  therefore,  performed  the  operation  on  the  following 
three  cases.  The  technique  was  the  same  in  all  three.  The 
organs  after  removal  were  immersed  in  normal  saline  at  blood 
heat,  and,  after  the  peritoneum  had  been  closed,  an  opening  was 
made  in  the  rectus  muscle  and  two  vertical  or  horizontal  slices, 
of  about  a  quarter  of  an  inch  thick,  were  taken  from  the  ovary 
in  its  entire  depth.  These  were  fixed  into  the  bed  in  the  rectus, 
which  was  sewn  up  over  them  with  fine  catgut.  The  abdominal 
wound  was  then  closed. 

I  used  the  rectus  for  two  reasons : — Firstly,  if  anything 
should  go  wrong  with  the  graft  it  could  easily  be  got  at  without 
again  opening  the  abdominal  cavity ;  secondly,  if  the  graft  took, 
there  would  be  greater  ease  in  telling  if  any  swelling  of  it  took 
place  at  the  time  of  the  period,  and  if  it  became  painful  it  could 
be  removed  at  a  later  date. 

The  following  in  the  history  of  the  three  cases  : — 

Case  I— Mrs  W.,  ret.  26,  admitted  29th  September  1909, 
complains  of  pain  two  days  before,  and  the  first  day  of,  her 
menstrual  period.  She  has  suffered  from  it  for  the  last  three 
and  a  half  years,  and  recently  it  has  been  so  severe  that  she 
has  had  to  go  to  bed  for  three  days  each  iiionth.  Three  months 
ago  she  was  curetted,  douched,  and  plugged,  with  no  result. 
She  is  a  thin,  nervous,  pallid  person,  and  seems  rather  neurotic. 
On  vaginal  examination  the  uterus  is  anteflexed  and  rather 
enlarged,  the  ovaries  are  small  and  hard,  but  freely  movable. 
A  diagnosis  of  interstitial  ovaritis  was  made.  On  1st  October 
the  abdomen  was  opened  and  supravaginal  hysterectomy  was 
performed,  with  the  removal  of  the  ovaries  in  the  usual  way. 
After  the  peritoneum  had  been  closed,  two  slices  were  taken 
from  what  appeared  to  be  the  less  abnormal  ovary  and  were 
transplanted  into  the  rectus  muscle  of  the  left  side.  She  had  a 
temperature  which  varied  as  high  as  102  R  until  the  tenth 
day,  when  the  stitches  were  removed  and  the  temperature  fell 
to  normal.  It  rose  again,  however,  as  high  as  100''  F.,  and 
varied  between  that  and  normal  during  the  rest  of  her  stay 
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in  hospital.  The  wound  showed  no  signs  of  inflammatory 
mischief,  nor  was  it  tender  at  any  time.  Before  leaving  hospital 
she  complained  of  some  flushing.  I  saw  her  on  the  12th 
February  of  this  year  (1912),  and  she  told  me  that  though 
feeling  better  now  she  has  suffered  off  and  on  from  flushings, 
giddiness,  and  occasional  headaches  ever  since  her  operation. 
She  has  put  on  no  weight.  She  also  complains  of  a  consider- 
able amount  of  leucorrhoea.  The  pelvis  is  quite  clear.  The 
abdominal  wound  shows  no  tenderness,  and  no  trace  of  the 
ovaries  can  be  felt. 

Case  II. — Mrs  M.,  set.  29,  admitted  3rd  January  1911. 
Three  years  ago  she  was  admitted  with  inflammation  and  was 
curetted.  A  year  ago  she  began  to  have  pain  and  a  feeling  of 
something  coming  down,  just  before  and  at  her  periods,  which 
was  sometimes  bad  enough  to  make  her  lie  up.  This  has 
gradually  increased,  but  has  always  disappeared  between  the 
periods  until  the  last  month,  when  it  has  been  continuous.  The 
patient  has  had  five  children  and  three  miscarriages.  Patient 
is  a  pale,  thin,  worn-looking  woman.  Menstruation  regular, 
but  has  felt  done  up  after  her  period,  which  has  lasted  for  six 
days,  for  the  past  six  months.  The  pouch  of  Douglas  is  filled 
up  with  a  mass  behind  the  uterus,  which  lies  forward.  No 
tenderness  on  pressure.  A  diagnosis  of  inflamed  appendages 
was  made.  On  5th  January  the  operation  was  performed.  A 
mesial  incision  was  made  below  the  umbilicus.  Both  ovaries 
were  found  prolapsed  into  the  pouch  of  Douglas,  and  were 
adherent  to  each  other  and  the  back  of  the  uterus.  The  right 
one  was  cystic  and  surrounded  by  adhesions,  and  the  left  one 
was  rather  more  advanced  in  a  similar  condition.  Both  tubes 
were  kinked  and  contained  fluid.  Double  salpingo-oophorectomy 
was  performed,  the  stumps  ligatured,  and  the  raw  surface 
covered  by  peritoneum.  The  abdominal  peritoneum  was  then 
stitched  up.  The  right  ovary  had  meantime  been  kept  in 
saline  at  blood  heat,  and  two  slices  from  it  were  now  implanted 
in  each  rectus.  The  wound  was  then  closed  in  layers  and  the 
patient  put  back  to  bed.  The  temperature  varied  from  100"  F. 
to  normal  for  the  first  five  days,  and  after  that  remained  so. 
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The  patient  was  discharged  at  the  end  of  three  weeks.  In  the 
middle  of  May  1911  she  had  pain  in  the  left  side  of  the  wound, 
which  felt  stiff.  This  lasted  for  a  day,  but  was  not  severe. 
The  foUowino;  month  bleedins;  from  the  uterus  occurred  and 
lasted  for  a  fortnight,  without  any  pain.  A  month  later  the 
bleeding  recurred  and  lasted  for  a  fortnight,  again  without  any 
pain  either  before  or  during  the  period.  On  1st  August  the  bleed- 
ing returned  and  lasted  nearly  three  weeks  without  pain.  I  saw 
her  then,  and  on  examination  there  was  no  tenderness  on  either 
side  of  the  abdominal  scar,  but  distinct  hardish  lumps  could  be 
felt  in  each  j'ectus.  Fer  vaginam,  a  rounded  tumour  the  size 
of  a  hen's  egg  could  be  felt  in  the  pouch  of  Douglas,  attached 
to  and  moving  with  the  uterus.  Presumably  this  is  a  fibroid. 
Abdominal  operation  was  advised  to  remove  the  uterus  plus  the 
tumour.  At  the  same  time  one  could  have  obtained  one  of  the 
ovarian  grafts  for  microscopic  examination,  but  as  the  patient 
was  suffering  no  pain  she  refused  to  have  anything  done.  I 
saw  her  on  12  th  February  of  this  year,  and  she  told  me  that 
she  had  menstruated  for  a  fortnight  in  September  and  again  in 
October.  In  November  the  period  lasted  only  four  days.  On 
no  occasion  was  there  any  pain.  Since  November  there  has 
been  a  good  deal  of  leucorrhoea,  but  no  recurrence  of  the  periods. 
She  could  recognise  when  her  period  was  coming  on  by  a  feeling 
of  heaviness  in  the  pelvis  as  before  operation,  and  a  stiffness  in 
the  wound,  but  there  was  never  any  pain.  No  swelling  was 
noticed  in  the  wound.  She  has  had  no  symptoms  of  the 
menopause,  and  she  is  getting  much  stouter  and  heavier.  One 
can  feel  two  distinct  lumps  in  her  left  rectus. 

Case  III.— Annie  F.,  fet.  27,  admitted  26th  June  1911, 
complains  of  pain  in  the  lower  part  of  the  abdomen,  which  is 
worse  at  the  time  of  the  period.  She  sleeps  badly,  and 
complains  continuously  of  pain,  which  she  says  at  times  is 
very  severe.  Occasionally  she  seems  to  forget  about  it  and 
talks  most  animatedly.  She  began  to  be  unwell  at  the  age  of 
14,  and  had  no  pain  till  she  was  21.  At  this  time  she  began 
to  suffer  from  pain  coming  on  before  her  period  and  disappear- 
ing after  the  first  day.     The  periods  last  from  four  to  five  days 
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and  the  loss  is  not  excessive.  She  got  gradually  worse  as  time 
went  on,  till  now  the  pain  is  unbearable.  On  vaginal  examina- 
tion the  uterus  is  in  front  normal  in  size,  freely  movable,  and 
not  tender.  The  ovaries  are  not  evidently  enlarged,  but  are 
very  tender  on  pressure.  They  are  prolapsed  into  the  pouch 
of  Douglas,  and  fixed.  Abdominal  operation  was  advised,  and 
took  place  on  the  29th.  The  ovaries  were  found  attached  by 
a  number  of  adhesions  to  the  back  of  the  uterus.  They  were 
separated,  and  both  tubes  and  ovaries  were  removed.  The 
latter  were  about  normal  in  size,  the  surface  being  studded 
with  enlarged  follicles.  They  were  placed  in  saline  at  blood 
heat.  After  the  peritoneum  had  been  sewn  over  the  raw 
stumps,  the  parietal  peritoneum  was  sewn  together  with 
catgut.  An  incision  was  made  into  each  rectus,  and  slices 
from  each  ovary  were  implanted  in  the  bed  thus  formed,  and 
fixed  in  position  with  fine  catgut.  There  was  a  good  deal  of 
bleeding  from  the  muscle  wounds.  The  rest  of  the  wound  was 
then  closed  in  ilio  usual  way. 

The  temperature  hovered  between  100"  F.  and  normal  until 
the  stitches  were  taken  out  on  the  eleventh  day ;  after  that  it 
remained  normal.  The  wound  showed  considerable  extravasa- 
tion of  blood,  but  was  never  tender  to  the  touch. 

In  October — that  is  to  say  three  and  a  half  months  after 
her  operation — she  menstruated  for  a  fortnight,  with  consider- 
able upset  of  her  general  condition.  She  was  admitted  to  the 
Deaconess  Hospital  in  a  rather  hysterical  state,  but  nothing 
abnormal  was  discovered.  Two  lumps  could  be  felt  in  each 
rectus,  and  she  stated  that  the  wound  had  felt  stiff  for  a  day 
-or  two.  The  pelvis  was  quite  clear.  In  November  she  had  a 
period  without  any  pain  or  discomfort,  and  under  ergot  it  lasted 
only  four  days.  Since  then  she  has  menstruated  every  month 
for  nine  days.  There  is  some  swelling  and  stiffness  at  the 
sides  of  the  wound  before  and  after  these  periods.  Her  general 
health  has  much  improved. 

The  latest  compilation  of  the  literature  on  the  subject  by 
Martin  of  Chicago  shows  that  a  great  deal  of  work  has  been 
done  on  the  subject,  but  most  of  it  has  been  in  animals,  though 
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numerous  such  operations  have  also  been  performed  in  the 
human  being.  As  early  as  1902  there  is  Brennan's  case,  which 
was  performed  for  menstrual  epilepsy,  and  the  ovary  was 
transplanted  into  the  fundus  of  the  uterus.  It  was  successful. 
Quenu  and  Sauve  report  a  successful  case,  but  the  transplanted 
portion  had  to  be  removed  nine  months  later  owing  to  pain^ 
and  histologically  very  little  ovarian  tissue  was  to  be  found. 
However,  a  distinct  menopause  set  in  thereafter,  so  the 
transplanted  portion  must  have  been,  to  a  certain  extent, 
alive  and  functioning.  Casalis  reports  a  case  where  he 
transplanted  a  piece  of  ovary  the  size  of  a  small  walnut  to  a 
raw  surface  on  the  uterus  close  to  the  uterine  artery.  It 
seemed  to  him  to  be  normal,  though  the  rest  of  the  ovary  was 
cystic.  Menstruation  returned  two  and  half  months  later,  and 
persisted  for  four  years.  She  then  began  to  have  severe 
seizures  of  collapse  and  vomiting  just  before  the  period  was 
due.  They  were  relieved  by  the  appearance  of  menstruation. 
He  could  make  out  by  vaginal  examination  that  the  trans- 
planted part  was  about  the  size  of  an  almond,  and  felt  very 
hard.  He  regards  the  attacks  as  being  menopausal  in  origin, 
and  thinks  the  ovary  is  being  replaced  by  fibrous  tissue. 
Tuffier  and  Chapman  report  a  case  of  homoplastic  trans- 
plantation where  menstruation  returned  four  and  a  half 
months  after  the  operation,  accompanied  by  pain  and  swelling 
over  the  abdominal  wound  where  the  ovary  had  been  implanted. 
The  ovary  was  quite  palpable  under  the  skin.  A  most 
successful  case  is  reported  by  Kayser  of  a  patient  on  whom 
he  operated  for  a  right-sided  ovarian  tumour.  I'ive  years 
later  he  operated  again  to  remove  a  tumour  on  the  left  side, 
which  was  a  tubo-ovarian  cyst.  At  one  part  of  the  tumour 
there  was  some  unaltered  ovarian  tissue.  He  took  two  slices 
of  this  and  implanted  them  into  the  vastus  oxternus.  Three 
weeks  later  she  had  a  four-day  period,  and  two  years  later 
was  still  menstruating  pretty  regularly  with  the  exception  of 
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two  occasions,  once  where  there  was  a  forty-seven  day  interval, 
and  a  second  where  there  was  no  period  for  four  months. 

The  most  striking  case  of  hetero-transj)Iantation  being 
successful  is  the  case  related  by  Sir  Halliday  Groom  to  this 
Society  five  years  ago.  Not  only  did  the  patient  menstruate, 
but  she  succeeded  in  actually  developing  a  full-time  child  of 
her  own  from  an  alien  ovary.  Apart  from  this  I  have  been 
unable  to  discover  in  the  literature  any  case  at  all  comj)arably 
successful,  though  a  certain  amount  of  success  has  been  reported 
in  one  or  two  cases.  Martin  reports  two  cases  of  hetero- 
transplantation of  the  ovary  into  the  broad  ligament  where  the 
patient  had  been  previously  sterilised.  In  one  case,  after 
three  months,  she  felt  the  symptoms  of  an  impending  period, 
but  only  a  white  discharge  appeared.  Eleven  months  after 
the  operation  she  menstruated,  and  during  the  intervening 
months  she  felt  at  regular  monthly  intervals  the  symptoms  of 
a  period,  but  there  was  no  discharge  of  blood.  The  subsequent 
history  is  not  given.  In  the  second  case  a  somewhat  similar 
history  is  given,  and  there  was  a  little  blood-staining  in  the 
mucous  discharge  five  months  after  the  operation,  l)ut  there 
was  severe  pain  with  it. 

Morris,  in  a  discussion  before  the  American  Association  of 
Obstetricians  and  Gynoecologists,  mentioned  a  case  of  hetero- 
transplantation to  bring  back  menstruation  after  an  artificial 
menopause.  He  succeeded  in  causing  it  to  return  for  several 
months,  but  not  permanently.  In  another  case  he  treated  a 
woman  with  infantile  uterus  in  this  way,  and  she  menstruated 
for  a  year  after  but  then  ceased.  In  all  these  cases  more  or 
less  success  has  been  obtained  in  the  human  subject  where 
homoplastic  transplantation  was  performed,  but  the  transference 
of  graft  to  another  person  is  a  more  difficult  thing  to  manage 
with  any  idea  of  permanent  growth  and  functioning  of  the 
transplanted  organ,  though  temporarily  it  takes.  This  would 
seem  to  be  due  to  the  antagonistic  quality  of  the  blood  to  the 
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trausplanted  organ  of  another  person.  Marshall  and  Jolly 
found  this  to  hold  good  in  animals  also,  but  those  cases  which 
were  successful  seemed  to  have  been  where  the  animals  selected 
were  of  the  same  litter. 

The  most  interesting  thing  to  me  in  my  cases  which  I  have 
related  to-night  is  the  fact  that  in  none  of  them  has  there 
been  any  return  of  pain,  periodic  or  otherwise,  in  the  slightest 
degree.  The  grafted  portion  evidently  takes  on  fresh  vascular 
and  lymphatic  connections,  but  in  all  probability  no  fresh 
communication  with  the  central  nervous  system.  This  fact 
allows  to  us  a  much  greater  freedom  in  operating  for  painful 
ovaries ;  this  may  or  may  not  be  an  advantage.  Until  recently 
they  were  removed  probably  too  freely,  but  now  the  whole 
tendency  is  to  conserve  them  as  much  as  possible,  and  even 
avoid  operation  entirely,  though  the  condition  is  debihtating 
the  patient  more  than  an  artificial  menopause  would.  With 
the  certainty  that  a  grafted  portion  will  grow  and  give  rise  to 
no  more  pain,  and  at  the  same  time  ensure  the  patient's  freedom 
from  menopausal  symptoms,  the  surgeon  of  to-day  enjoys  a 
latitude  hitherto  unknown.  I  am  sure  that  every  gynaecologist 
must  have  seen  cases  that  have  been  delayed  too  long  under 
the  fear  of  the  menopause  that  follows  oophorectomy,  and 
what  hope  have  we  of  making  any  success  of  the  operation  in 
a  person  whose  nervous  system  is  completely  unstrung,  even 
by  removal  of  the  original  exciting  cause.  Many  have  been 
completely  cured  in  the  past,  and  with  the  aid  of  grafting  more 
should  be  restored  to  health  in  the  future. 

In  regard  to  Case  I.,  it  is  fairly  obvious  that  the  graft  was 
unsuccessful,  as  she  had  distinct  symptoms  of  the  menopause 
after  the  operation ;  as  the  uterus  was  removed  owing  to  the 
fibroid  condition,  we  have  no  subsequent  menstrual  history  to 
help  us.  In  her  case  the  grafting  has  been  of  no  advantage,  as 
the  transplanted  portion  has  evidently  died  and  been  absorbed. 
It  is  possible  that  the  temperature  she  had  after  operation  may 
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have  been  due  to  the  aseptic  absorption  of  the  ovarian  graft. 
Certainly  it  in  no  way  interfered  with  her  convalescence. 

Case  II.  is  interesting  in  connection  with  the  appearance  of 
the  fibroid  tumour  after  the  operation.  It  was  certainly  not 
palpable  at  that  time,  as  I  took  particular  care  to  examine  the 
uterus  in  case  some  such  condition  should  be  present.  Am  I 
to  hold  myself  responsible  for  its  appearance  ?  I  suppose  I 
must,  as  without  the  presence  of  ovarian  tissue  somewhere  it 
is  hardly  probable  that  a  fibroid  would  develop  dc  novo  in  the 
atrophied  uterus  that  always  follows  double  oophorectomy,  I 
am  doubly  regretful  that  she  refused  to  have  a  second  operation, 
as  one  could  have  cured  the  uterine  condition  and  at  the  same 
time  have  obtained  microscopic  proof  whether  the  transplanted 
ovary  had  taken  or  not.  I  doubt  if  I  will  allow  the  chance  of 
such  an  accident  to  occur  in  the  future  unless  the  patient  is 
extremely  desirous  of  still  having  the  possibility  of  bearing 
children.  In  that  case  I  should  leave  the  uterus  and  perform 
intra-peritoneal  transplantation.  In  all  other  cases  I  consider 
that  the  uterus  is  just  as  well  removed,  as  it  is  of  no  value  to 
the  patient  with  the  ovarian  tissue  extra-peritoneal,  and  it  may 
be  a  source  of  future  trouble,  as  it  was  in  this  particular  case. 

In  Case  III.  the  most  striking  point  is  the  very  severe 
haemorrhage  at  her  first  period  after  operation,  without  any 
such  obvious  pathological  cause  as  there  was  in  Case  II.  In 
animals,  Marshall  and  Jolly  found  that  in  some  cases  of  castra- 
tion the  uterine  mucosa  became  swollen  and  the  epithelium 
degenerated.  In  the  human  being  one  occasionally  sees  fairly 
severe  bleeding  following  on  an  oophorectomy  just  after  the 
operation.  Does  the  explanation  of  my  patient's  excessive 
haemorrhage  lie  in  this  fact  ?  Was  the  uterine  mucosa  more 
or  less  degenerated  when  the  influence  of  the  graft  made  itself 
felt  by  the  returning  congestion  of  the  uterus,  with  the  result 
that  she  had  excessive  bleeding  ?  One  cannot  say  for  certain, 
but  I  suggest  it  as  a  possible  explanation. 
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Finally,  there  is  one  point  more  of  possible  practical 
importance.  Bond,  in  a  series  of  experiments,  discovered  that 
after  the  removal  of  one  ovary  the  other  does  not  hypertrophy 
without  certain  stimuli :  these  are  sexual  connection  or  preg- 
nancy, the  more  marked  being  the  latter.  This  would  suggest 
that  ovarian  grafts  would  have  more  chance  of  taking  in  cases 
of  married  women,  and  it  might  even  be  a  deciding  factor  so 
long  as  the  graft  was  implanted  somewhere  in  connection  with 
the  pelvic  blood-vessels,  to  receive  thereby  the  benefit  of  the 
pelvic  congestion  which  accompanies  connection. 

Though  the  results  of  the  three  cases  I  have  related  are  not 
conclusive  proof  that  ovarian  grafting  is  of  great  importance, 
yet  when  taken  with  the  numerous  other  cases  now  recorded 
in  medical  literature  it  is  certainly  worthy  of  trial.  There 
will  always  be  the  objection  made  against  successful  cases  that 
a  piece  of  the  ovary  has  been  left  in  situ  at  the  time  of  the 
operation,  or  that  there  has  been  an  accessory  ovary  present. 
One  cannot  absolutely  deny  this  possibility,  but  in  my  own 
cases  I  naturally  took  all  possible  care  to  see  that  these 
fallacies  were  guarded  against,  as  they  were  being  done  more 
or  less  as  an  experiment.  I  am  hopeful  that  other  members 
may  take  up  this  line  of  treatment  when  removing  ovaries  for 
pain,  as  in  none  of  my  patients  has  there  been  any  recurrence 
of  that  severe  and  distressing  symptom.  Certainly  one  can  do 
no  harm  by  grafting  a  portion  of  the  ovary,  and  one  may  do  a 
considerable  amount  of  good  by  preventing  the  artificial  meno- 
pause should  the  transplantation  be  successful,  as  it  was  in 
Case  III. 

Note. 

Since  reading  this  paper  to  the  Obstetrical  Society  I  have 
again  seen  Case  III. 

She  came  to  me  complaining  of  bleeding  too  much,  and  said 
that  since  April  she  was  usually  unwell  for  a  fortnight  or  more, 
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though  there  was  now  uo  pelvic  discomfort.  On  examination 
a  himp  could  be  felt  in  each  rectus  the  size  and  shape  of  a 
half  walnut.  Firm  pressure  on  either  of  these  caused  a  sicken- 
ing sensation,  but  not  much  pain.  She  said  they  caused  her 
no  discomfort. 

Under  chloroform  I  curetted  her,  and  found  the  uterus 
■exactly  normal  in  size,  but  lined  by  a  markedly  thickened 
mucosa.  Some  of  the  scrapings  were  sent  to  the  laboratory  of 
the  Eoyal  College  of  Physicians,  and  the  report  was  that  the 
•condition  was  one  of  villous  endometritis. 

As  it  is  a  year  since  the  abdominal  operation,  I  think  it 
has  been  established  that  in  her  case  the  ovarian  grafts  have 
-definitely  grown  and  are  functioning. 


Dr  A.  H.  F.  Barhour  said  the  paper  had  opened  up  a  great 
number  of  very  interesting  questions,  and  with  a  new  subject 
•one  was  perhaps  apt  to  be  too  critical.  He  would  like  to  know 
why  the  haemorrhage  after  the  operation  should  l)e  described 
«,s  "  menstruation,"  even  when  it  took  on  that  character  ? 
Frequently  patients  came  back  with  haemorrhage  following 
■operations,  and  the  question  was — Is  this  menstruation  ?  Also, 
could  one  expect  from  the  portion  of  ovary  engrafted  the  same 
action  from  the  internal  secretion  as  one  had  under  normal 
conditions  ?  Was  it  not  under  entirely  new  conditions  that 
the  secretion  found  its  way  into  the  system  ?  Again,  was 
there  any  evidence  that  in  an  engrafted  ovary  ovulation  took 
place,  and  that  the  same  changes  occurred  in  this  condition 
as  when  the  ovary  was  left  in  its  normal  situation  ?  Had  one 
any  proof  of  maturation  of  follicles  in  a  grafted  ovary  ?  These 
were  difficulties  in  connection  with  the  subject.  It  was 
certainly  a  very  important  matter  if  it  lessened  the  after- 
disturbance  from  spaying  operations.  Some  patients  suffered 
very  greatly  from  unpleasant  symptoms  after  operation,  others 
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very  little,  while  others  would  go  back  to  their  work  without 
any  disturbance  at  all. 

Dr  J.  W.  Ballantyne  thought  it  was  quite  possible  to  be 
critical  about  Dr  Davidson's  paper,  but  it  was  only  right  to 
look  at  it  all  round.  He  agreed  so  far  with  Dr  Barbour.  He 
thought  the  result  of  Dr  Davidson's  three  experimental  cases 
had  added  to  the  evidence  already  accumulated  that  a  trans- 
planted ovary  would  prevent  the  menopausal  changes  taking 
place.  The  ovarian  secretion  apparently  could  be  utilised  by 
the  body  in  the  ordinary  way.  He  would  suggest  that  the- 
ovary  should  be  transplanted  into  the  wall  of  the  uterus.  The 
further  development,  which  was  still  more  important,  had  been 
shown  experimentally,  viz.,  that  by  transplantation  of  the  ovar}^ 
into  the  wall  of  the  uterus,  one  did  not  only  enable  the  ovary 
to  go  on  manufacturing  its  secretion,  but  one  possibly  even 
caused  impregnation  to  occur.  The  idea  was  that  by  trans- 
planting the  ovary  into  the  wall  of  the  uterus  one  might  have- 
ovulation  taking  place,  and  then  impregnation  might  occur.. 
An  Italian  observer,  quoted  a  few  months  ago  in  the  Edinburgh 
Medical  Journal,  suggested  the  possibility  that  that  might  be 
successful.  Dr  Davidson,  he  thought,  had  done  a  service  to- 
the  Society  in  bringing  up  the  subject. 

Dr  Haultain  was  extremely  interested  in  this  question  :  he 
had  personally  followed  the  cases  which  Dr  Davidson  had 
brought  before  the  Society,  and  had  been  struck  with  the 
results  in  the  last  two  instances.  The  question  was  a  very 
wide  one,  a  number  of  points  were  introduced  which  those 
associated  with  abdominal  surgery  must  find  of  the  very 
greatest  interest  and  importance.  In  the  first  place,  are 
symptoms  of  the  menopause  kept  off  equally  well  even  if 
menstruation  is  not  re-established?  In  other  words,  that 
brought  one  to  the  root  of  the  question,  viz.,  was  it  better  to- 
leave  the  uterus  alone,  remove  the  ovaries,  and  subsequently 
transplant  the  ovaries;  or,  was  it  better  to  remove  the  uterus- 
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with  the  ovaries,  and  then  transplant  ?  Dr  Haultain's  practice 
for  several  years  had  been  to  remove  the  uterus  whenever 
both  ovaries  were  removed,  and  for  several  reasons :  one  was 
the  comfort  which  the  patient  experienced  after  the  operation, 
comparatively  speaking,  which,  of  course,  other  things  being 
equal,  was  a  matter  of  great  value.  Another  point  which  had 
struck  him  was  that  in  a  series  of  nine  cases  where  he  had 
removed  both  ovaries,  he  had  had  secondary  disease  of  the 
uterus.  Whether  this  was  a  coincidence  or  whether  it  was  a 
condition  which  might  be  looked  for  in  a  certain  proportion 
of  cases,  he  could  not  say,  but  the  fact  remained  that  he  had 
seen  these  cases,  which  would  have  been  avoided,  he  thought, 
if  he  had  removed  the  uterus.  As  regards  menopausal 
symptoms  after  removal  of  the  ovaries,  Dr  Haultain  felt  that 
these  had  been  very  much  exaggerated ;  in  the  lay  mind  these 
symptoms  bulked  very  largely,  and  they  all  knew  that  patients 
asked  if  all  sorts  of  symptoms,  which  often  never  occurred, 
would  follow  the  operation.  He  had  had  a  large  experience, 
having  removed  between  800  and  900  pairs  of  ovaries,  and  he 
had  come  to  the  conclusion  that  the  artificial  menopausal 
symptoms  were  nothing  like  so  severe  as  many  patients  sug- 
gested, and  that  they  were,  to  some  extent,  fostered  by  the 
doctor.  It  had  been  said  that  the  inmates  of  asylums  were 
increased  by  the  removal  of  the  ovaries.  But  in  looking 
over  the  asylum  statistics  he  found  that  there  were  scarcely 
5  per  cent,  of  the  women  without  ovaries ;  whereas  there  were 
5  per  cent,  without  the  appendix.  One  might  as  well  say  that 
the  removal  of  the  appendix  might  make  the  patient  mad. 
Judging  by  his  experience,  Dr  Haultain  thought  that  60  per 
cent,  of  women  suffered  almost  nothing  at  all  after  removal 
of  the  ovaries,  30  per  cent,  suffered  considerably  for  a  year 
or  two,  and  only  10  per  cent,  suffered  extremely  severely. 
In  one  of  his  patients,  where  the  ovaries  were  removed  eight 
years  ago,  the  suffering  was  as  bad  now  as  at  the  time  of  the 
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operation,  but  that  was  exceptional.  In  about  5  per  cent. 
— he  believed  in  4  per  cent. — it  was  the  exception  to  have 
these  symptoms  lasting  for  more  than  a  year  or  two.  Eemoval 
of  the  ovaries  was  not  so  severe  as  one  was  led  to  suppose. 
His  idea  was  that  the  menopausal  symptoms  varied  a  great 
deal  according  to  the  sexual  temperament  of  the  woman.  In 
about  50  per  cent,  sexual  feeling  was  absent ;  in  about  25  per 
cent,  it  was  present  in  a  certain  degree;  and  in  10  per  cent, 
it  was  strong.  So  far  as  one  was  able  to  probe  into  this 
delicate  question,  he  thought  that  that  was  the  factor  which 
determined  the  severity  of  the  menopausal  symptoms.  What- 
ever the  reasons,  he  thought  Dr  Davidson  had  indicated  that 
no  harm  or  distress,  but  rather  benefit,  resulted  from  trans- 
plantation of  the  ovaries. 

Mr  E.  S'Mt  Carmichad  had  listened  with  great  interest, 
for  it  was  a  subject  in  which  he  had  some  experimental 
knowledge  and  experience.  When  he  began  operating  in  the 
pelvis,  he  had  a  very  strong  feeling  about  removal  of  the 
ovaries.  On  looking  over  the  subject  of  ovarian  transplanta- 
tion, and  after  reading  Morris's  book,  he  was  very  much  struck ; 
however,  in  spite  of  reading  their  work  he  felt  somewhat 
sceptical  of  the  enthusiastic  conclusions  they  drew.  He 
(Mr  Scott  Carmichael),  however,  decided  to  conduct  a  series 
of  experiments  of  his  own  on  animals  in  the  College  of 
Physicians'  Laboratory.  On  transplanting  the  ovary  in  twenty- 
one  rabbits,  ho  had  had  fifteen  successful  results;  in  six  there 
was  complete  failure,  and  in  only  one  complete  success.  But 
in  fourteen  there  was  sufficient  success  to  warrant  one  being 
more  or  less  hopeful  of  the  success  of  transplantation  in  the 
human  subject. 

The  success  to  a  great  extent  depended  on  the  site  of  the 
transplantation.  In  his  experience,  intramuscular  transplanta- 
tion— between  the  muscles  of  the  abdominal  wall— gave  the 
most  satisfactory  results.     Marshall  and  Jolly  had  had  many 
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complete  successes  by  transplanting  the  ovaries  within  the 
spleen.  That,  however,  was  impracticable  from  the  operative 
point  of  view.  He  had  only  operated  on  one  human  female 
since  his  experimental  w^ork — a  double  inflammatory  tubal 
condition — and  he  transplanted  the  ovary  into  a  split  in  the 
uterine  wall.  That  patient  developed  menopausal  symptoms, 
so  he  looked  upon  the  result  as  unsatisfactory. 

There  was  a  great  difference  of  opinion  as  to  the  changes 
which  occurred  in  the  ovary.  He  showed  some  microphoto- 
graphs  of  the  transplantations  in  twenty  rabbits,  which  were 
examined  at  periods  of  from  seven  to  eleven  months  after  the 
operation.  From  these  experiments  he  was  quite  convinced 
that  ovarian  tissue  could  be  transplanted  and  could  live  for  a 
certain  period ;  but  he  very  much  doubted  if  the  whole  human 
ovary  could  be  transplanted ;  in  fact  he  thought  it  could  not  be. 
He  examined  the  uteri  in  the  rabbits,  because  one  expected  to 
find  that  they  would  show  no  signs  of  degeneration.  In  most 
of  the  cases  there  was  degeneration.  Marshall  and  Jolly, 
however,  found  no  degeneration.  He  confessed  he  was  dis- 
appointed in  the  condition  of  the  uteri,  and  believed  that 
ultimately  these  ovarian  grafts  would  degenerate;  it  would  only 
be  a  matter  of  time,  and  the  tendency  would  be  for  complete 
degeneracy  to  occur  in  the  long  run.  But  even  if  that  was  the 
case,  transplantation  might  quite  likely  minimise  the  acute 
anxiety  of  the  menopause.  Sir  Halliday  Groom  reported  a  case 
of  pregnancy  after  transplantation  of  the  ovary.  Morris  had 
had  a  similar  case ;  but  he  had  used  a  crushing  instrument  to 
destroy  the  organs,  and  it  might  be  that  in  doing  so  a  small 
portion  of  an  ovary  was  left.  Dr  Davidson  referred  to  the 
question  of  hypertrophy  of  the  ovary.  If  the  ovary  was 
healthy  and  if  one  removed  a  part  of  it,  leaving  the  remainder 
attached  to  its  blood-supply,  then  it  would  hypertrophy.  In 
none  of  these  cases,  however,  where  ovarian  tissue  was  left 
vv'as  there  any  evidence  of  hypertrophy.     He  did  not  believe 
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that  ovarian  transplantation  would  be  of  any  great  value  in  the 
human  being;  he  thought  it  should  be  tried,  but  confessed  that 
he  did  not  look  on  it  with  the  enthusiasm  that  many  of  the 
continental  physiologists  did.     He  congratulated  Dr  Davidson 
on  his  success,  and  would  be  much  interested  to  hear  later  of 
his  cases,  and  how  long  the  "  menstrual "  haemorrhages  persisted. 
Dr  H.   M.    Church    said    many   of    the    members    would 
remember  Sir  Halliday  Groom's  case  of  hetero-transplantation, 
followed  by  the  birth  of  a  child.     A  question  arose  as  to  the 
maternity.     It  was  an  interesting  point,  and   it  was  resolved 
that  the   features   of   the  child    should   be   watched   and   the 
maternity  decided  by  that  observation.     Dr  Haultain's  remarks 
were  most  interesting  as  regards  the  removal  of  the  ovaries ; 
but   he   (Dr   Church)   was   not   quite   sure,   if   patients   were 
observed  for  a  sufficient  number  of  years,  that  absence  of  this 
secretion  was   not  followed  by  some   untoward  circumstance. 
Some  experiments  had  shown  that  when  the  ovary  was  removed 
the  secretion  of  phosphoric  acid  was  diminished,  and  statistics 
were  given   to   show  that   the   phosphoric  acid   secretion  was 
interfered  with  in  those  patients  in  whom  the  ovaries  had  been 
removed.     Dr  Church  was  not  at  all  sure  whether  a  patient — 
and  he  had  one  case  in  point — might  not  develop  rheumatoid 
arthritis  after  a  sufficient  number  of  years  had  elapsed,  as  the 
result  of  interference  with  the  phosphoric  acid  secretion.     He 
could  never  free  himself  from  the  feeling  that  it  was  a  mistake 
to  remove  the  ovaries    and  uterus   unless  under  very  special 
circumstances. 

The,  President,  before  calling  upon  Dr  Davidson  to  reply, 
thanked  him  in  the  name  of  the  Society  for  his  very  interest- 
ing and  suggestive  paper.  Dr  Davidson  assumed  that  the 
ovaries  were  the  cause  of  menstruation,  and  that  menstruation 
was  stopped  by  their  removal.  On  that  point  there  was  still 
a  great  difference  of  opinion,  l^'rom  experience  the  President 
had  found  that  the  ovaries  in  every  case  were  responsible  for 
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the  menstrual  function.  In  removing  the  uterus  for  fibroid 
tumours  he  told  the  patients  their  menstruation  would  never 
recur.  In  one  case,  however,  where  a  fibroid  was  removed  from 
pretty  high  up,  and  where  a  fair  part  of  the  lower  uterine 
segment  was  left,  menstruation  continued.  In  other  cases, 
even  when  the  ovaries  had  been  removed,  the  patients 
menstruated  regularly — in  cases,  too,  where  one  had  been 
quite  sure  that  no  part  of  the  ovarian  tissue  was  left  l^ehind. 
One  of  course  hesitated  to  remove  both  ovaries,  but  one  might 
resect  an  ovary  and  remove  an  unhealthy  part.  His  experience, 
however,  of  resection  of  an  ovary  was  very  vmsatisfactory.  It 
was  a  great  advantage  if  one  could  transplant  a  piece  of 
ovary  into  muscular  tissue.  The  question  was,  as  Mr  Scott 
Carmichael  had  said,  would  it  be  of  any  great  value  ?  It 
seemed  to  him  (the  President)  that  in  time  these  grafts  would 
■certainly  degenerate  and  become  functionless.  It  seemed  to  be 
a  method  by  which  the  patient  was  let  down  gently,  and  in 
which  the  sudden  removal  of  the  internal  secretion  of  the  ovary 
was  not  felt  so  severely.  They  were  led  to  believe  that  a 
comparatively  small  percentage  of  women  suffered  from  meno- 
pausal symptoms — it  was  especially  the  women  of  a  neurotic 
temperament  who  did  suffer,  and  he  thought  the  internal 
administration  of  ovarian  extract  had  modified  these  symptoms. 
Dr  Davidson's  method  was  a  much  more  satisfactory  way  of 
letting  the  patient  down  gently,  and  tiding  her  over  the  first 
two  years.  Dr  Haultain's  experience,  that  in  nine  cases  failing 
the  removal  of  the  uterus  along  with  the  ovaries  the  uterus 
subsequently  became  malignant,  was  very  unfortunate ;  it  was 
rather  an  assumption  to  say  that  it  was  cause  and  effect. 
{Dr  Haultain  said  he  did  not  say  so.)  Dr  Haultain's  experience 
in  this  respect  was  very  unusual.  He  quite  agreed  that  the 
symptoms  of  the  menopause  were  not  nearly  so  severe  as  was 
generally  supposed ;  both  medical  men  and  patients  were  apt 
to  exaggerate  very  greatly  the  symptoms  which  might  arise. 
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I)t  Davidson,  in  replying,  thanked  the  Society  for  the  way 
in  which  they  had  received  his  paper  and  criticised  it;   the 
fact  that  everybody  had  taken  a  different  point  of  view  went 
to  prove  that  it  was  of  some  interest.     As  to  whether  one 
should  call  the  returning  hemorrhage  "  menstruation,"   there 
seemed  to  be  no  other  word  for  it ;  and  the  name  was  applied 
to  the  haemorrhage  simply   because  it  returned  month   after 
month  with  regularity.     The  cause  of  the  "  menstruation  "  he 
had  not  l)een  able  to  discover.     It  was  unfortunate  that  the 
second   case,  which   developed   a  uterine   tumour,  refused   to 
have  an  operation.     The  wall  of  the  uterus  was  an  ideal  part 
for  transplantation,  and  the  graft  should  grow  there  if  any- 
where.    As  to  whether  an  ovary  grafted  in  that  situation  might 
functionate  in  such  a  way  as  to  lead  to  pregnancy,  he  could 
not   say,  but   thought  it   quite  possible.     It   was  natural  to 
suppose  that  the  removal  of  a  diseased  ovary  would  have  less 
effect  than  the  removal  of  a  normal  ovary;   the  explanation 
was  only  logical.     The  diseased  ovary  would  be  supplying  less 
secretion,  and  its  removal  would  therefore  cause  less  disturb- 
ance ;  the  effects  w^ere  pretty  severe,  but  these  one  could  never 
foretell.     It  was  Mr  Scott  Carmichael's  experiments  on  animals 
that  stimulated  Dr  Davidson  to  try  this  operation  on  human 
beings.     He  was  sorry  Mr  Carmichael  did  not  think  it  would 
be  permanently  valuable,  but  he  (Dr  Davidson)  would  certainly 
continue  it  in  the  meantime,  in  order  to  see  whether  it  was 
likely  to  be  of  permanent  relief  or  not.     Sir  Halliday  Groom 
reported  his  case  of  hetero-transplantation  about  five  years  ago ; 
it  was  the  only  case  of  the  kind ;  Morris's  case  was  homoplastic. 
None  of   the  cases   recorded  had   lasted   sufficiently  long   to 
say  whether  this  operation  might  be  followed  by  rheumatoid 
arthritis.     He  quite  agreed  that  resection  was  very  bad;  in 
every  case  a  second  operation  was  required  later,  for  the  part 
left  usually  hyper trophied.     This  hypertrophy  might  last  for 
twelve  months,  and  was  commonly  followed  by  a  cystic  enlarge- 
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ineut.  In  these  transpknted  cases  there  was  no  sign  of  that; 
the  ovaries  enlarged  to  a  certain  extent,  but  not  sufficient  to 
cause  any  inconvenience.  The  ovaries  in  Dr  Davidson's  cases 
were  removed  solely  for  pain. 


VI.  LATERAL  INCISION  OF  THE  PERINEUM  AND  IIS 
IMMEDIATE  REPAIR  AFTER  LABOUR:  WITH  A  FEW 
REMARKS  ON  THE  ADVISABILITY  OF  IMMEDIATE 
SUTURE  OF  THE  CERVIX  AFTER  LABOUR. 

By  Dr  Bobert  IIobertson. 

SUMMAEY. 

The  author  described  the  operation  as  applicable  chiefly  in 
cases  of  primiparee,  in  prolonged  labour  in  occipito-posterior 
labours,  and  in  rigidity  of  the  perineum.  The  incision  he 
advocated  was  a  right  lateral  one,  done  by  means  of  scissors, 
and  extending  from  the  vagina  to  an  inch  outside  the  anus  and 
for  two  inches  up  the  vaginal  wall.  After  this  the  child  was 
born  with  forceps,  and  before  the  placenta  came  away  the 
wound  was  carefully  stitched  up  in  layers  by  iodised  catgut, 
bringing  the  ends  of  muscle  together.  The  skin  was  sewed 
with  silkworm  gut.  He  claimed  for  this  incision  that  it  saved 
detachment  of  the  levator  ani  from  the  symphysis  and  pre- 
vented prolapse  of  the  anterior  vaginal  wall.  The  stitching 
was  also  much  easier  than  in  the  case  of  the  usual  central 
tear.  He  also  advocated  strongly  the  immediate  repair  of  the 
cervix  after  labour. 


The  President  said  they  were  very  much  'indebted  to  Dr 
Eobertson  for  his  paper  and  for  giving  his  personal  experience  ; 
they  wanted  the  experience  of  the  general  practitioner,  and  to 
hear  his  point  of  view  was  most  useful. 
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Dr  Barbour  thought  those  who  had  experience  on  the  point 
should  be  invited  to  discuss  the  paper,  as  it  raised  a  very  inter- 
esting point, 

Br  Ke2:)pie  Paterson  had  no  experience  of  Dr  Eobertson's 
method.  Personally  he  thought  in  every  case  where  there 
was  a  tear,  two  or  three  stitches  were  sufficient  to  produce 
good  union.  He  made  sure  that  the  surfaces  were  well 
apposed,  and  always  douched  with  perchloride.  In  almost 
every  case  there  was  complete  ready  union,  and  good  results 
were  obtained  as  regards  the  puerperium. 

Dr  Haultain  had  nothing  to  add  except  to  thank  Dr 
Robertson  for  bringing  up  this  paper,  because,  as  a  rule,  the 
Society  was  more  or  less  confined  to  the  specialists,  and  it  was 
far  better  to  have  some  practical  points  of  everyday  occurrence. 
Like  all  other  subjects,  there  were  critical  remarks  to  be  made 
on  it.  As  they  were  aware,  this  operation  was  brought  forward 
by  G-erman  operators  under  the  term  of  Episiotomy,  and  had 
been  done  considerably.  He  had  tried  it,  and  one  or  two  of 
his  students  who  had  had  the  advantage  of  German  experience 
had  tried  it,  with  more  or  less  benefit.  But  after  giving  it 
a  fair  trial,  he  felt  disposed  to  fall  back  on  tlie  old  way.  A 
tear  in  the  perineum  was  so  common  and  such  a  natural 
process  that  one  wondered  if  it  was  not  normal.  It  was  always 
in  the  middle  line.  Nature,  and  they  ought  to  follow  Nature 
as  far  as  possible,  took  care  that  it  was  at  the  part  which  most 
readily  gave  way,  and  at  the  part  where  the  fibres  of  the 
levator  ani  were  inserted.  When  one  goes  to  the  side  one  cuts 
the  fibres.  Dr  Eobertson  did  his  operation  very  carefully,  but 
if  it  were  done  in  a  rough  and  ready  way  such  good  healing 
would  not  be  obtained.  That  was  his  reason  for  giving  it  up. 
Although  appreciating  Dr  Eobertson's  argument,  Dr  Haultain 
believed  the  old  way  was  the  best.  To  cut  the  perineum 
artificially  was  perhaps  doing  more  than  one  was  justified  in 
doing.     It  was  most  important  to  thrash  this  subject  out. 
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Dr  James  Ritchie  wished  to  add  bis  thanks  to  those  of  the 
other  speakers,  but  did  not  feel  inclined  to  change  his  attitude  in 
practice.  Unless  he  misunderstood  Dr  Eobertson,  he  had  said 
that  he  put  on  the  forceps  in  all  primiparous  cases.  A  very 
considerable  number  of  priniiparas  delivered  themselves  without 
forceps;  forceps  were  an  advantage  in  order  that  the  labour 
might  not  be  too  lingering.  In  his  experience  rupture  of  the 
perineum  was  followed  by  no  untoward  results ;  he  could  not 
recollect  a  single  case  in  which  he  had  not  got  union  at  the 
end  of  a  week  or  ten  days.  Certain  perinei  were  just  like 
pieces  of  wet  brown  paper ;  they  tore  through,  and  one  could 
not  prevent  them  tearing. 

Dr  W.  FordytG  remarked  that  as  soon  as  the  os  dilated 
Dr  Eobertson  put  on  the  forceps.  In  that  case,  however  well 
one  might  deliver,  one  almost  invariably  tore  the  perineum 
Dr  Fordyce's  practise  was  to  delay  putting  on  the  forceps. 
Sometimes  a  tear  could  be  avoided  by  dividing  the  tissues  in 
the  middle  line:  his  objection  to  that  was  that  he  had  got 
very  bad  bleeding  from  it.  Dr  Watson  had  pointed  out  to 
hira  a  newer,  and  what  seemed  a  better  method ;  he  had 
adopted  it  on  one  or  two  occasions  with  success — but  he  did 
not  wish  to  anticipate  Dr  Watson. 

Dr  B.  p.  Watson  said  the  method  was  not  his,  but  Dr 
Lapthorn  Smith's,  which  consisted  in  placing  the  sutures  before 
the  head  came  over  the  perineum  at  all.  One  introduced  the 
thumb  into  the  rectum  and  the  forefinger  into  the  vagina,  and 
placed  three  sutures  accurately  through  the  perineal  body.  The 
ends  of  these  sutures  were  caught  by  forceps,  and  the  delivery 
allowed  to  go  on.  If  the  perineum  tore,  one  had  simply  to  tie 
up  the  sutures;  if  it  did  not  tear,  one  just  pulled  them  out 
again.  It  was  a  method  which  gave  most  excellent  results ; 
there  was  perfect  apposition.  The  whole  difficulty,  if  one 
had  only  a  nurse  to  heli),  was  getting  the  patient  into 
the    proper    position    for   placing    the    sutures.     Dr    Watson 
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preferred  this  method  to  the  free  incision  advocated  by  Dr 
Eobertson. 

Vr  James  Young  was  inclined  to  carry  the  suggestion  a 
little  farther.  If  one  placed  sutures  before  delivery,  why  not 
tie  up  the  perineum  and  prevent  a  rupture  occurring.  One 
knew  it  was  the  centre  which  was  apt  to  give  way. 

Dr  John  Bowie  asked  if  Dr  Eobertson  did  not  think  that 
two  slits,  one  on  either  side,  would  not  be  better  than  one  large 
one ;  by  so  doing  one  got  a  better  passage  formed.  Dr 
Eobertson  had  mentioned  one  very  interesting  point,  which  one 
came  across  and  found  out  more  by  experience  than  by  reading, 
namely,  that  there  may  be  extensive  tearing  of  the  vaginal 
mucous  membrane  without  any  evidence  of  laceration  outside. 

Tlie  President  said  they  were  much  indebted  to  Dr 
Eobertson  for  having  brought  this  method  before  the  Society. 
He  was  struck  by  his  putting  on  the  forceps  very  early ;  if  one 
delayed  putting  on  the  forceps  as  long  as  possible  the  head 
moulded  itself  in  time.  Before  the  os  was  dilated  one  was 
dealing  with  a  head  that  was  not  moulded  and  might  not  easily 
come  through  the  pelvic  canal.  There  were  some  cases, 
however,  in  which  episiotomy  was  useful.  The  late  Dr  Milne 
Murray  believed  in  following  ISTature ;  but  the  President  had 
seen  some  cases  in  which  Dr  Milne  Murray  had  purposely  slit 
the  perineum  up.  He  said  he  was  in  the  habit  of  doing  that, 
and  the  President  was  a  little  inclined  to  follow  that  example 
occasionally.  He  thought  the  lateral  incision  was  in  some 
respects  certainly  better,  for  if  it  did  not  heal  by  first  intention 
one  did  not  get  incontinence  of  faeces.  There  was  no  doubt 
that  in  women  with  oedema  the  perineum  was  often,  as  Dr 
Eitchie  said,  very  much  like  brown  paper.  There  was  no 
question  that  a  clean  artificially  made  wound  would  generally 
heal  more  rapidly  than  a  lacerated  wound.  He  should  advise 
Dr  Eobertson  to  use  a  bistoury  rather  than  scissors. 

Dr  Rohcrtson  thanked  the  Society  for  their  kind  reception 
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of  his  somewhat  elementary  paper.  He  had  not  meant  to  say 
that  in  every  case  forceps  had  to  be  put  on,  but  still  in  the 
<!xigencies  of  a  working-class  practice,  one  found  oneself  com- 
pelled to  use  forceps  against  one's  inclination.  The  women  in 
towns  were  not  fit  to  stand  such  long  labours  as  they  used 
to  do  in  the  country ;  he  had  practised  in  the  country,  where 
women  would  not  have  forceps  or  chloroform  for  anything. 
One  nnght  have  to  wait  for  eight  hours  for  the  head  bobbing 
about  at  the  perineum,  and  with  no  advantage  to  the  woman. 
The  thing  he  considered  most  important  no  one  had  mentioned, 
viz.,  the  tear  of  the  cervix.  This  was  tbe  thing  which  gave  the 
general  practitioner  subsequent  trouble.  Such  symptoms  as 
aching  back,  etc.,  might  all  be  due  to  the  lack  of  a  stitch  in  the 
cervix.  Sometimes  after  delivering  a  child  without  any  artificial 
incision  he  had  found  that  the  sphincter  ani  got  very  much 
dilated,  and  the  woman  had  a  good  deal  of  trouble  in  connection 
with  the  bowels.  If  one  made  the  long  incision,  there  was 
some  haemorrhage,  but  it  had  only  to  be  stitched  up  to  control 
h.  Another  very  important  thing  was  that  one  did  not  get  a 
prolapse  of  the  anterior  vaginal  wall.  The  two  lateral  incisions 
he  found  difficult  to  stitch  up.  Notwithstanding  what  had 
been  said,  he  still  thought  that  better  results  were  obtained 
than  with  the  ordinary  three  stitches.  Dr  Watson's  method 
would  be  very  good  if  one  knew  exactly  where  the  tear 
would  be. 


VII.  DEMONSTRATION  OF  A  NEW  METHOD  OF 
MEASURING  THE  PELVIC  BRIM  BY  RADIOGRAPHY. 

By  Dr  Akchibald  M'Kendrick  and  Dr  James  Y'oung. 

As  a  result  of  an  investigation  of  dried  pelves  of  different  sorts, 
it  was  found  that  the  plane  of  the  transverse  diameter  of  the 
brim  coincides  with   a   line  joining  the  upper   margin  of  the 
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symphysis  and  the  posterior  superior  spines.  The  plane  of  the 
conjugate  is  more  variable,  but  in  95  per  cent,  of  the  specimens 
examined  a  line  joining  the  upper  margin  of  the  symphysis  to 
the  promontory,  when  produced,  passed  through  a  point  2 
inches  above  the  level  of  the  posterior  superior  spines.  By 
their  method  of  measuring,  the  authors  claim  accuracy  for  the 
transverse  diameter,  but  in  the  conjugate  there  is  occasionally 
an  error  of  not  more  than  xV^h  of  an  inch. 

The  complexity  and  inaccuracy  associated  with  the  present 
X-ray  methods  employed  in  the  measurement  of  the  internal 
diameters  of  the  female  pelvis  in  the  living  subject  is  my  only 
excuse  for  adding  still  another  instrument  to  the  already  large 
armamentarium  of  the  Eoentgenologist. 

The  instrument  under  consideration  is  for  use  in  connection 
with  a  method  which,  in  collaboration  with  Dr  James  Young, 
I  described  before  the  Edinburgh  Obstetrical  Society  in 
March,  1912. 

The  method  is  founded  on  an  anatomical  basis,  after  an 
exhaustive  examination  of  dried  specimens  of  pelves,  normal 
and  abnormal,  and  has  not,  therefore,  the  anatomical  inaccuracy 
of  previous  methods,  neither  does  it  entail  any  complexity  of 
X-ray  technique. 

It  does  not  involve  stereoscopic  projection  and  the  subsequent 
calculations  necessary  for  its  interpretation,  as  in  the  methods 
of  Contremoulin,  Marie,  and  Eibaut ;  nor  does  it  necessitate  the 
encircling  of  the  patient  with  a  metal  framework,  as  in  Fabre's 
method. 

We  found,  as  a  result  of  our  investigation,  that  although  the 
plane  of  the  transverse  diameter  of  the  pelvis  is  constant,  and 
always  coincides  with  a  line  joining  the  upper  margin  of  the 
pubes  and  the  posterior  superior  iliac  spines  (P.S.S.),  the  plane 
of  the  conjugate  varies  within  certain  limits.  The  average  in 
a  very  large  number  of  cases,  however,  gives  us  a  point  2  inches 
above  the  P.S.S.  line,  which,  when  joined  with  the  upper  margin 
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of  the  pubes,  lies  in  the  plane  of  the  conjugata  vera.  The 
source  of  possible  error  was  found  to  be  |  inch  above  or  below 
this  2-inch  point.  In  measuring  with  the  pelvimeter,  an  error 
of  1  inch  from  the  2-inch  point  is  only  represented  by  an  error 
of  yV  i^^ch  in  the  actual  measurement. 

It  will  be  seen  that  by  this  method  we  can  measure  with 
al)Solute  accuracy  the  transverse  diameter,  and  can  measure 
the  conjugate  accurately  in  the  large  majority  of  cases,  but  are 
liable  to  an  error  of  at  most  i  inch  in  a  very  few  cases. 

A  skiagraph  is  taken  with  the  patient  in  the  prone  position, 
the  X-ray  tube  being  centred  36  inches  vertically  above  the 
plate.  A  plumb-line  is  dropped  to  the  region  of  the  sacro- 
coccygeal joint,  and  this  point  marked  with  a  metal  X 
(Fig.   1). 

A  line  joining  the  posterior  superior  iliac  spines  is  marked 
with  a  thin  metal  rod,  and  the  2 -inch  point  marked  2  inches 
above  the  rod  of  the  vertical  column,  with  a  metal  disc.  The 
distances  of  these  from  the  plate  are  noted,  as  also  the  distance 
of  the  pubes  from  the  plate.  (A  simpler  method  of  marking 
these  points  is  by  means  of  a  metal  triangle  2  inches  high,  this 
being  laid  with  its  base  on  the  P.S.S.  line.) 

The  X-ray  exposure  is  then  made,  an  intensifying  screen 
being  used  to  minimise  irradiation  necessary. 

After  the  plate  is  developed,  a  tracing  or  print  is  taken  and 
transferred  to  the  X-ray  pelvimeter  (Fig.  2). 

The  X-ray  pelvimeter  is  a  working  model  of  X-rays,  and 
reproduces  accurately  the  conditions  under  which  the  skiagraph 
was  taken.  A  glance  at  the  accompanying  diagrams  will  make 
this  clear. 

In  Fig.  2,  A  is  a  point  representing  the  focus-point  on  the 
anticathode. 

AX  is  a  fixed  cord  representing  the  axial  ray,  and  is  36 
inches  A  to  X. 

AB,  AS,  AP,  and  AC  are  cords  held  taut  by  means  of  steel 
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springs,  and  movable  along  the  curved  brass  rod  MN,  These 
€ords  represent  X-rays. 

EF  is  a  fixed  cord  at  right  angles  to  AX,  and  36  inches 
from  A. 

1,  2,  and  3  are  transverse  cords  movable  up  and  down 
two  scales  marked  in  inches,  etc.  These  are  used  to  mark 
•accurately  on  the  X-ray  cords  the  distances  from  EF  which  the 
landmarks  originally  were  from  the  photographic  plate. 

The  apparatus,  though  difficult  to  describe  intelligibly,  and 
a,pparently  complicated,  is  in  practise  easy  to  manipulate. 

Method  of  Use  for  Determining  the  Conjugata  Vera. — The 
■skiagraph  or  tracing  is  applied  to  the  pelvimeter,  underneath 
the  cords,  in  such  a  position  that  X  coincides  with  the  inter- 
section of  the  two  fixed  cords  AX  and  EF,  the  vertebral  column 
lying  along  the  line  EF.  The  movable  X-ray  cords  are  adjusted 
by  sliding  them  along  the  rod  MN  till  they  coincide  with  the 
various  required  points — viz.,  B  to  the  impression  of  the  metal 
•disc  (2-inch  point),  P  to  the  impression  of  the  promontory,  C  to 
the  upper  margin  of  the  pubes. 

The  middle  line  of  the  skiagraph  is  now  in  exactly  the  same 
relation  to  the  pelvimeter  as  the  plate  was  to  the  X-rays  when 
the  exposure  was  made ;  the  metal  disc  B'  must  therefore  have 
some  relative  position  along  the  cord  AB ;  similarly,  the  pro- 
montory and  the  pubes  must  have  some  relative  position  along 
the  cords  AP  and  AC.  These  relative  positions  are  now  marked 
off  by  means  of  the  transverse  cords  (1)  and  (2). 

Supposing  the  pubes  to  have  been  2^-  inches  from  the  photo- 
graphic plate,  and  that  the  metal  disc  (2-inch  point)  was 
originally  8  inches  from  the  plate. 

The  transverse  cord  (1)  is  moved  2|  inches  up  the  scales, 
and  the  transverse  cord  (2)  moved  to  8  inches. 

The  point  of  intersection  of  cord  (1)  and  cord  AC  (marked 
■C)  will  correspond  to  the  original  relative  position  of  the 
upper  margin  of  the  pubes. 

O 
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The  point  of  intersection  of  cord  (2)  and  the  cord  AB 
(marked  B')  will  mark  the  original  relative  position  of  th& 
metal  disc 

If  a  straight-edge  be  now  laid  between  these  two  inter- 
sections, it  will  correspond  to  the  plane  of  the  conjugate. 

Where  the  cord  AP  (promontory  cord)  cuts  the  straight- 
edge will  therefore  correspond  to  the  original  site  of  the  pro- 
montory, and  the  distance  from  this  point  to  C  (the  upper 
margin  of  the  pubes)  will  give  the  required  measurement — viz.,. 
the  conjugata  vera. 

Mdlioi.l  of  Use  for  Determining  the  Transverse  Diameter. — 
The  print  is  retained  in  the  same  position  as  in  the  former 
measurement. 

The  cord  AS  is  now  moved  till  it  cuts  the  shadow  of  the 
P.S.S.  line. 

If  the  P.S.S.  line  was  originally  9  inches  from  the  plate,^ 
the  transverse  cord  (3)  is  moved  up  to  9  inches  on  the  scales,, 
and  where  it  cuts  the  X-ray  cord  AS  (at  S')  will  mark  the 
original  site  of  the  P.S.S.  line. 

A  straight-edge  applied  to  the  two  intersections  S'  (the 
P.S.S.  line)  and  C  (the  pubes)  will  mark  the  plane  of  the 
transverse  diameter  relative  to  the  line  EF  (or,  in  other  words, 
to  the  plate). 

A  line,  which  we  will  call  TD,  is  now  drawn  on  the  j)rint  or 
tracing,  marking  the  widest  transverse  diameter  of  the  brim  of 
the  pelvis.  Where  this  line  (which  should  be  parallel  to  the 
cord  AX  on  the  pelvimeter)  cuts  the  straight-edge  is  noted,  and 
its  distance  from  the  base  line  EF  marked  by  means  of  cord 
(2).  This  transverse  cord  (2)  is  now  the  same  distance  from 
EF  as  the  widest  part  of  the  brim  of  the  pelvis  was  originally 
from  the  plate. 

The  print  or  tracing  is  moved  round  into  such  a  position  that 
X  still  corresponds  with  X,  but  the  vertebral  column,  instead 
of  Iving  along  the  cord  EF,  n(jw  lies  along  the  cord  AX. 
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The  cords  AP  and  AC  are  moved  till  they  cut  the  widest 
part  of  the  brim  of  the  pelvis — viz.,  at  the  points  marked  T  and 
D  on  the  print. 

A  measurement  between  the  two  cords  AP  and  AC  at  the 
level  already  marked  by  cord  (2)  will  give  accurately  the 
measurement  of  the  transverse  diameter  of  the  pelvis. 

Possible  Error. — If  the  plane  of  the  conjugate  in  a  particular 
case  happened  to  correspond  to  a  line  joining  the  upper  margin 
of  the  pubes  and  a  point  3  inches  above  the  P.S  S.  line,  the 
error  would  only  be  about  yV  inch  in  the  actual  measurement 
of  the  conjugate. 

The  reason  for  this  will  be  seen  more  clearly  after  an 
examination  of  Fig.  1.  Here  the  2-inch  point  falls  on  the 
fourth  lumbar  spine. 

Three  inches  from  the  P.S.S.  line  would  probably  fall  on 
the  second  or  third  lumbar  spine.  The  plane  of  the  conjugate 
would  not  be  from  B'  to  C,  but  would  be  represented  by  a  line 
making;  an  acute  ang-le  at  C  to  the  line  B'C  Let  us  call  this 
imaginary  line  B"C'. 

Now,  the  measurement  of  the  conjugate  in  the  normal  case 
is  a  measurement  from  C  along  the  line  C'B"  to  where  the 
cord  AP  cuts  it.  In  the  particular  case  the  measurement  of 
the  conjugate  would  be  from  C  along  the  imaginary  line  C'B" 
to  where  the  cord  AP  cuts  it.  The  difference  in  the  actual 
measurement  of  the  conjugate  in  the  two  cases  will  be  seen  to 
be  very  slight. 

The  X-ray  pelvimeter  may  be  used  for  the  localisation  of 
foreign  bodies,  the  practical  application  of  which  I  am  at 
present  working  out. 

The  X-ray  pelvimeter  is  being  manufactured  by  Siemens  & 
Co.,  London.  For  the  opportunity  of  examining  the  bony 
pelves  in  the  Midwifery  Department  of  the  University  of 
Edinburgh  the  authors  are  indebted  to  Professor  Sir  Halliday 
Croom.  
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Dr  W.  Fordyce  asked  what  was  meant  by  a  high  assimila- 
tion pelvis. 

Dr  Young  replied  that  he  meant  those  cases  where  the 
promontory"  was  very  much  elevated  as  the  result  of  the  fusion 
of  the  last  lumbar  and  first  sacral  vertebrae. 

Dr  Barbour  said  the  subject  was  entirely  new  to  him  and  he 
would  like  to  think  it  out.  There  were  very  great  variations  in 
the  inclination  of  the  brim  in  different  individuals  when  the 
body  was  placed  in  different  positions.  Did  the  authors  of 
the  paper  suppose  that  the  brim  was  always  the  same  ? 

Dr  Young  said  their  experience  in  the  living  patient  was 
very  limited  up  to  the  present  time.  They  had  not  had  the 
opportunity  of  determining  a  point  of  that  kind;  it  was  a 
point  of  very  great  interest. 

Dr  Barhour  said  the  pitch  of  the  brim  varied  from  45°  to 
65° — 55°  was  just  a  medium,  not  an  average — in  a  person 
whose  pelvis  was  otherwise  normal.  It  would  be  interesting  to 
see  how  it  worked  out. 

Dr  Edmund  Price  said  he  was  working  at  the  subject,  and 
he  certainly  thought  Dr  M'Kendrick's  method  most  ingenious. 
It  was  a  difficult  thing  to  measure  the  pelvis  in  the  non- 
pregnant living  woman,  and  when  one  came  to  the  pregnant 
woman  at  the  seventh  or  eighth  month  it  was  of  course  much 
more  difficult  still  to  get  the  promontory.  Sometimes  one 
could  get  the  transverse  measurement,  but  one  could  not  get 
both.  The  continental  authorities  said  it  was  quite  easy,  but 
that  was  not  the  case.  Eadiography  was  the  only  thing  that 
would  ever  give  an  exact  measurement. 

The  President  said  so  far  as  one  could  see,  there  was  absolute 
certainty  here  in  measuring  the  transverse  diameter.  That  was 
an  advantage  because  the  transverse  was  always  difficult  to  get. 
He  congratulated  Dr  M'Kendrick. 
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Meeting  VI.— May  8,  1912. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society : — Norman  P,  Fairfax,  L.E.C.P.,  etc.,  Caddon 
View,  Innerleithen;  Hermann  Kramer,  M.D.,  F.E.C.S.,  14 
Leven  Terrace,  Edinburgh ;  Laura  Stewart-Sandeman,  M.D., 
22  Waverley  Place,  Aberdeen ;  Peter  Stewart,  L.E.C.P.,  etc., 
The  Lindens,  Uphall;  Anne  Mercer  Watson,  L.E.C.P.,  etc., 
22  Waverley  Place,  Aberdeen. 

II.  Dr  A.  H.  F.  Barbour  {hy  Dr  B.  P.   Watson)  showed  a 

MALIGNANT  OVAEIAN  TUMOUR,  WITH  ASCITES,  DEVELOPING  DURING 

PREGNANCY,  removed  post  mortem  from  a  patient  who  eighteen 
months  previously  had  h;id  a  right  ovariotomy  done  for  simple 
ovarian  tumour.  The  patient  made  a  perfect  recovery  from  the 
operation,  and  about  a  fortnight  ago  was  sent  up  by  Dr 
Fordyce  to  Ward  XXXV.  She  was  pregnant,  and  the  abdomen 
was  enormously  enlarged.  She  was  sent  to  the  Maternity 
Hospital,  and  twins  were  born  at  the  seventh  month.  The 
children  hved  for  a  short  time  but  eventually  died.  After 
delivery  the  distension  increased  very  rapidly.  The  pulse  and 
respirations  were  rapid,  and  the  patient  had  a  hectic  look. 
Fluid  accumulated  very  rapidly  in  the  abdomen  and  was  found 
to  be  blood-stained.  The  condition  pointed  to  some  malignant 
growth  in  the  peritoneum.  The  patient  died  three  days  after 
delivery.  Post-mortem  examination  revealed  an  immense 
growth  developing  in  the  stump  of  the  old  operation;  the  left 
tube  and  ovary  were  perfectly  healthy.  The  growth  at  first 
was  thought  to  be  a  so-called  perithelioma,  but  was  more  like  a 
malignant  adenoma.  Sections  had  been  shown  to  four  patholo- 
gists, but  none  had  expressed  a  definite  opinion.  Unfortunately 
the   tumour   removed    eighteen    months    previously   was   not 
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examined  microscopically.  Clinically  it  appeared  to  be  a 
simple  multilocular  cyst.  It  was  extraordinary  that  the 
patient  had  gone  so  far  in  pregnancy  as  seven  months. 

III.  Dr  Win.  Fordyce  showed — (a)  large  fibroid  of  uterus 
(32  lbs.),  from  a  patient  whose  ovaries  were  removed  fifteen 
years  ago  with  no  efifect  on  the  growth  of  the  tumour.  The 
patient,  aet.  56,  was  more  or  less  an  invalid,  but  with  the 
exception  of  some  circulatory  symptoms — varicose  veins,  etc. — 
complained  of  nothing  but  the  discomfort  from  the  weight  of 
the  tumour  i]i  the  abdomen.  The  history  was  interesting  in  so 
far  as  the  patient  was  under  Dr  Keith,  and  it  was  not  till  some 
twenty -four  years  ago  that  the  tumour  began  to  cause  any 
symptoms — menorrhagia,  etc. — at  all.  She  bore  these  symptoms 
tiU  fifteen  years  ago,  when  she  came  into  the  Infirmary  under 
Professor  Simpson,  who  did  an  oophorectomy  and  relieved  the 
excessive  haemorrhage.  The  patient,  however,  continued  to 
bleed,  and  the  tumour  seemed  to  continue  its  silent  growth. 
When  Dr  Fordyce  saw  the  patient  the  abdomen  was  enormously 
distended  with  a  firm,  hard,  solid  tumour,  which  from  its 
history  one  knew  was  a  fibroid ;  in  addition  there  was  a  large 
umbilical  hernia,  and  lower  down  a  ventral  hernia  along  the 
scar  of  the  operation  wound. 

On  opening  the  abdomen,  the  adherent  bowel  had  first  to  be 
dealt  with.  The  whole  of  the  lower  half  of  the  tumour  seemed 
to  be  extra-peritoneal  or,  at  any  rate,  fLxed  in  by  tremendously 
firm  adhesions.  From  its  globular  nature  the  tumour  was  not 
easily  removed,  and  half-way  through  he  wished  he  had  never 
begun.  The  patient  was  a  perfectly  healthy  woman  from 
Berwickshire,  who  had  not  been  exhausted  by  many  operations, 
and  she  made  an  absolutely  uninterrupted  and  perfect  recovery. 
(6)  Large  fibro-myxomatous  tumour  of  the  mesentery, 
removed  from  a  patient  ret.  58.  The  case  had  been  a  great 
puzzle  both  to  Dr  Watson  and  himself  at  the  time,  and  was 
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still  puzzling  Dr  Watson  pathologically.  Tlie  patient  had 
noticed  a  tumour  in  the  abdomen  for  a  number  of  years,  and 
had  had  several  attacks  of  acute  abdominal  pain.  One  attack 
about  three  or  four  months  previously  had  kept  her  in  bed  for 
some  five  or  six  weeks,  and  Dr  Wilson,  of  Anstruther,  who  sent 
the  patient,  thought  she  was  going  to  die.  The  physical  signs 
were  those  of  an  ordinary  ovarian  tumour. 

On  opening  the  abdomen  a  considerable  amount  of  fluid 
was  found  in  the  peritoneal  cavity,  and  on  passing  the  hand 
down  into  the  pelvis  he  was  surprised  to  find  that  the  tumour 
was  in  contact  with  the  uterus ;  it  was  absolutely  free  below, 
and  absolutely  free  above.  At  first  one  thought  either  of  a 
tumour  of  the  spleen,  pancreas,  or  kidney — Dr  Watson  still 
thought  it  might  be  a  tumour  of  the  kidney.  On  lifting  up 
the  tumour  from  the  back  wall  of  the  pelvis  it  was  found  to  be 
attached  to  the  mesentery  by  a  curious,  small,  stunted  and 
narrow  pedicle.  Eunning  up  from  the  mesentery  at  other 
parts  were  both  arteries  and  veins.  The  tumour  had  shrunk 
■considerably.  After  microscopical  examination,  Dr  Watson 
believed  the  tumour  to  be  a  myxo-fibroma,  not  actually 
malignant.  It  was  one  of  the  most  curious  tumours  which 
Dr  Fordyce  had  met  with  in  the  abdominal  cavity. 

(c)  Uteeine  CERVICAL  FIBEOID.  The  Specimen  was  interest- 
ing for  two  reasons.  In  the  first  place,  Dr  Lackie  and  he 
thought  they  were  dealing  with  a  tumour  of  the  fundus  of  the 
uterus.  They  had  very  great  difficulty  in  getting  down  to  the 
broad  ligament,  because  it  was  bulging  up  anteriorly;  after 
recognising  its  nature,  however,  it  was  removed  without  much 
■difficulty.  Then,  in  the  second  place,  an  accident  occurred 
during  the  operation,  which  had  also  happened  to  Dr  Fordyce 
in  a  previous  case,  namely,  that  when  pushing  down  the  bladder 
with  a  swab  he  went  into  it.  Perhaps  this  was  the  result  of 
undue  stretching  of  the  bladder.  A  considerable  hole  was  torn 
in  it,  but  after  removing  the  tumour  the  bladder  was  stitched 
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up  and  a  catheter  inserted.  The  other  case  in  which  a  similar 
accident  had  happened  was  an  ordinary  fibroid,  in  which  when 
simply  pressing  down  the  bladder  with  the  back  of  the  finger  it 
went  into  the  viscus.  In  that  case  the  bladder  was  also 
stitched  up.  When  one  was  unfortunate  enough  to  tear  into 
the  bladder,  and  stitch  it  up,  one  covered  the  whole  thing  with 
peritoneum  and  therefore  secured  a  double  protection. 

(d)  Malignant  adenoma  of  body  of  utekus.  This  case 
illustrated  the  value  of  a  diagnostic  curettage  at  the  time  of 
the  menopause.  An  unmarried  woman,  about  48,  was  still 
menstruating,  but  recently  the  menstruation  had  become 
somewhat  irregular.  Dr  Fordyce  saw  her  in  consultation,  and 
said  that  while  he  supposed  that  the  irregular  hsemorrhage  was 
due  to  the  menopause,  because  the  uterus  was  quite  small,  he 
advised  her  under  the  circumstances  to  have  the  uterus 
curetted.  The  patient,  however,  was  a  shy,  retiring  woman 
and  would  not  have  this  done,  till  six  weeks  afterwards  when 
the  haemorrhage  got  worse.  After  some  difficulty  sufi&cient 
material  from  the  fundus  was  obtained  for  microscopical 
examination,  and  the  condition  was  found  to  be  adeno-car- 
cinoma  of  the  uterus.  Diagnostic  curettage  was  so  often  done 
at  the  menopause  without  finding  anything  that  perhaps  one 
was  apt  to  neglect  its  importance  where  something  might  have 
turned  up.  This  patient  had  got  a  much  longer  lease  of  life  than 
she  would  have  had  if  the  condition  had  not  been  diagnosed. 

(e)  ExTKA-UTERiNE  GESTATION  (two  specimens).  In  the 
first  case  the  patient  had  gone  for  about  three  and  a  half 
months  without  any  symptoms  whatever,  and  she  herself 
thought  it  was  an  ordinary  gestation.  She  had  been  sterile 
for  some  years  previously.  She  began  to  suffer  from  abdominal 
pain,  fainting,  and  hsemorrhage,  was  seen  by  the  Eesident  at 
the  Maternity  Hospital  and  admitted,  when  the  nature  of  the 
condition  was  discovered.  There  was  a  large  amount  of  old 
blood-clot.     The   sac    was    excised,    and    one    felt    rather  dis- 
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appointed  when  no  foetus  was  found ;  but  on  clearing  out  some 
of  the  blood-clot  at  the  end  of  the  operation,  the  foetus  was 
found  wandering  away  up  in  the  region  of  the  spleen. 

The  second  case  was  a  very  early  gestation,  and  the 
specimen  was  interesting  because  it  was  removed  from  a 
patient  who  had  been  under  Dr  "Watson's  care  in  the 
Dispensary  for  some  time  with  matted  tubes  and  ovaries. 
Dr  Watson  noticed  the  development  of  a  right-sided  swelling 
within  ten  days  of  her  admission  to  hospital.  She  was  com- 
plaining of  vaginal  haemorrhage.  On  opening  the  abdomen 
with  the  view  of  removing  the  diseased  appendages,  a  very 
small  ovarian  cyst  was  found  on  the  right  side,  which  neither 
of  them  had  recognised,  and  on  the  left  side  this  early 
ectopic  gestation. 


IV.  ADENO-CARCINOMA    COMPLICATING    MYOMATA 
OF  THE  UTERUS  IN  TWIN  SISTERS. 

By  Sir  J.  Halliday  Ckoom.    (Read  by  Dr  R.  W.  Johnstone.) 

I  DESIRE  to  put  on  record  the  two  following  cases,  presenting, 
as  they  do,  several  interesting  features.  The  similarity  of 
the  two  cases  is  more  than  mere  coincidence.  I  have  followed 
both  cases  with  care  for  many  years : — 

B.  and  G.  M.  were  twins,  born  in  1858,  and  were  so 
much  alike  that  their  mother  could  scarcely  distinguish  them. 
Menstruation  began  on  the  same  day  when  they  were  thirteen 
and  went  on  normally  till  they  were  thirty,  when  they  both 
began  to  have  very  profuse  periods.  They  both  came  under 
my  charge  in  the  year  1894. 

Barbara,  afterwards  Mrs  F.,  was  brought  to  my  care  in 
St  Luke's  Gynaecological  Home,  for  constant  haemorrhage.  A 
submucous  fibroid  was  diagnosed,  and  the  case  treated,  as  was 
common   then,   by   Apostoli's   method,   with    the   result   that 
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the  submucous  fibroid  became  pedunculated,  and  was  expelled 
spontaneously  into  the  vagina.  But,  unlike  the  usual  result 
in  such  cases  where  bleeding  usually  ceases  at  once,  she 
continued  to  have  very  profuse  periods. 

She  was  afterwards  sent  to  my  charge  at  the  Eoyal 
Infirmary  by  Dr  Campbell,  of  Dundee.  She  was  37  years 
of  age,  and  was  sterile.  She  had  been  married  for  seven  years, 
and  for  five  years  had  been  a  widow.  She  had  slight  pre- 
menstrual dysmenorrhoea,  and  well-marked  severe  pain  on 
the  second  day.  Her  uterine  dysmenorrhoea  was  acute,  so 
much  so  that  she  had  attacks  of  fainting  at  each  menstrual 
period,  produced  partly  by  the  dysmenorrhoea  and  partly  by 
the  monorrhagia.  On  examination  I  found  a  large,  hard,  solid 
mass,  filling  up  the  pouch  of  Douglas  and  intimately  associated 
with  the  uterus,  which  was  enlarged  to  3^-  inches,  body  and 
cervix  both  being  pushed  up  above  the  pubes.  The  alternative 
diagnosis  was  a  solid  sessile  ovarian  or  a  fibroid  tumour.  I 
opened  the  abdomen  really  expecting  to  find  a  solid  ovarian, 
but  found  a  fibroid  arising  in  the  posterior  wall  of  the  uterus 
and  jammed  in  the  pouch  of  Douglas. 

In  these  days  before  the  perfecting  of  hysterectoni}^,  I  was 
impressed  with  Ijawson  Tait's  treatment  of  fibroids  by  remov- 
ing the  ovaries.  I  succeeded  in  removing  one,  but  unfortun- 
ately could  not  move  the  other,  it  was  so  firmly  adherent 
to  the  enlarged  uterine  wall.  This  was  always,  to  my  mind, 
one  of  the  unsatisfactory  things  about  removing  the  ovaries, 
that,  owing  to  the  splitthig  of  the  broad  ligament,  it  was 
sometimes  impossible  to  remove  both  of  them ;  and,  of  course, 
the  removal  of  one  was  of  no  value  whatever.  The  ovary 
which  was  removed  was  cystic,  and  there  was,  as  there  often 
is  in  the  tubes  associated  with  fibroids,  a  well-marked  hydro- 
salpinx, which  no  doubt  was  the  cause  of  her  premenstrual 
pain  and  discomfort.  The  ovary  which  was  irremovable  was 
small  and  atrophic. 
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After  the  operation  her  periods,  though  still  prufuse,  were 
distinctly  less,  and  from  that  time  till  she  was  50  she  was 
able  to  go  on  with  her  housekeeping,  with  occasional  visits 
to  the  hospital  for  a  month,  where  she  was  treated  for  anteniia. 
At  50  she  had  an  uneventful  menopause,  and  for  four  years 
after  that  she  was,  to  use  her  own  expression,  "  a  new  woman," 
till,  in  November  1911,  she  had  some  pain  in  the  back  and 
occasional  discharge  of  blood-stained  fluid.  The  j^^-ii^  ^^*-^ 
discharge  increased,  and  on  5th  April  she  was  admitted  to  the 
Eoyal  Infirmary,  under  the  care  of  Dr  Haig  Ferguson.  He 
curetted  the  uterus  and  got  a  rapid  report  on  the  scrapings, 
which  showed  adeno-carcinoma  of  the  most  typical  kind. 
(See  Plate.) 

The  following  is  the  report: — "The  uterus,  which  was 
removed  by  abdominal  panhysterectomy,  is  enlarged  to  about 
the  size  of  a  small  cocoanut.  It  is  uniformly  increased  in 
size;  the  surface  is  smooth.  On  section  the  enlargement  is 
seen  to  be  due  to  a  number  of  fibroids,  varying  greatly  in  size. 
The  majority  of  these  are  submucous  and  are  confined  to  the 
body  of  the  uterus.  One  or  two  are  interstitial.  One  of  the 
large  fibroid  masses  towards  the  upper  part  of  the  uterus  is 
softened  and  has  undergone  a  yellowish  change. 

The  mucous  membrane  in  places  has  been  removed  (by  the 
curettage).  In  other  places,  especially  towards  the  fundus, 
it  is  still  present.  Here  it  is  thickened  and  ragged  and 
ulcerating. 

Microscopically. — There  is  a  marked  round-celled  infiltration 
of  several  of  the  submucous  fibroids  examined.  This  is  especi- 
ally marked  in  the  degenerating  fibroid,  and  here  there  is 
commencing  necrosis.  The  uterine  wall  is  likewise  engorged 
and  infiltrated  with  round  cells. 

The  mucous  membrane,  where  retained,  exhibits  all  the 
appearances  of  a  glandular  carcinoma.  There  is  a  considerable 
spread  of  this  into  the  adjacent  uterine  and  fibroid  tissue. 
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Gr.  M.,  set.  40,  was  admitted  to  the  Eoyal  Infirmary 
complaining  of  hsemorrliage,  which,  like  her  sister's,  had 
begun  when  she  was  30,  and  had  gone  on  steadily  ever  since. 
Menstruation  was  very  profuse,  lasting  quite  a  fortnight,  with 
considerable  intermenstrual  haemorrhage  as  well.  On  examina- 
tion she  was  found  to  have  a  nodular  fibroid  tumour  extending 
up  midway  between  the  pubes  and  umbilicus.  She  likewise 
underwent  the  operation  of  abdominal  section,  and  I  removed 
both  her  ovaries.  The  broad  ligaments  on  either  side  were 
very  much  stretched,  and  the  ovaries  were  wdth  difficulty  raised 
and  removed.  She  made  an  excellent  recovery,  and  shortly 
afterwards  married,  and  went  to  Singapore.  In  spite  of  the 
double  ooj^horectomy,  the  periods  went  on  regularly  and  some- 
what profusely  till  she  was  50  years  of  age,  and  then  she,  like 
her  sister,  had  an  uneventful  menopause.  Three  or  four  years 
afterwards,  having  then  returned  to  Glasgow,  she  developed 
acute  pain  in  the  back,  with  some  blood-stained  discharge. 
She  was  sent  to  Dr  Monro's  care  in  the  Eoyal  Infirmary, 
Glasgow.  Dr  ]\Ionro  found  her  "  very  anaemic,  the  feet  were 
oedematous.  There  was  a  well-marked  systolic  murmur  in  the 
pulmonary  area.  The  red  blood  corpuscles  numbered  1,850,000, 
and  the  white  corpuscles  8600.  The  haemoglobin  was  30  per 
cent."  She  was  examined  by  Dr  McBryde,  Gynsecologist  to 
the  Glasgow  Infirmary,  who  pronounced  her  to  be  suffering 
from  a  group  of  fibroids  forming  a  tumour  reaching,  as  it  did 
when  under  my  care,  midway  between  the  umbilicus  and  the 
pubes. 

Hysterectomy  was  of  course  the  obvious  treatment,  but  this 
could  not  be  carried  out  on  account  of  the  patient's  exhausted 
condition,  and  she  died  in  the  Eoyal  Infirmary,  Glasgow,  on 
10th  October  1910.  I  am  not  in  possession  of  the  specimen, 
but  I  am  indebted  to  Dr  Monro  for  information  with  regard  to 
the  post-mortem  examination — namely,  that  the  uterus  was  the 
seat  of  a  group  of  fibroids,  one  of  which  was  sloughing.     The 
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microscopic  examination  showed  that  the  uterus  was  the  seat 
of  well-marked  adeno-carcinoma  of  the  body,  and  that  one 
fibroid  was  secondarily  affected.  There  was  also  secondary 
involvement  of  the  prevertebral  glands. 

These  two  cases  show  many  points  of  interest  which  do  not 
seem  to  me  to  be  simply  coincidences.  It  is  interesting  to  note 
that  these  two  women  were  evidently  uniovular  twins,  and 
therefore  pathological ;  that  they  must  have  been  so  is  borne 
out  by  their  sex  and  by  the  peculiar  likeness  to  each  other, 
both  physiologically  and  pathologically.  Menstruation  began 
in  both  cases  when  they  were  13,  and  on  the  same  day.  They 
went  on  normally  till  they  were  30,  when  both  developed 
fibroid  tumours  and  began  to  have  very  profuse  periods.  In 
both  the  menopause  occurred  at  the  same  time — 50 — and  in 
both  was  uneventful,  and  was  followed  three  years  subsequently 
by  haemorrhage  and  discharge,  which  proved  to  be  due  to 
adeno-carcinoma  of  the  body  of  the  uterus. 

These  cases  show  the  stages  during  the  last  three  decades 
through  which  the  treatment  of  fibroids  has  passed — namely, 
electricity,  and  the  removal  of  the  ovaries.  No  two  cases  could 
show  better  the  valueless  nature  of  removing  the  ovaries; 
in  the  first  case  the  difficulty  of  removing  both,  and  in  the 
second,  even  when  they  were  removed,  it  had  little  effect  upon 
the  tumours  themselves.  It  is  remarkable  that  both  these 
women,  with  well-marked  fibroids,  showed  by  post-mortem 
examination  the  development  after  the  menopause  of  adeno- 
carcinoma of  the  body  of  the  uterus,  which  secondarily  affected 
the  tumours  themselves.  The  association  of  adeno-carcinoma 
with  myomata  is  not  very  common,  although  it  is  well  enough 
recognised.  It  occurs  in  about  1-7  per  cent,  of  cases.  It  is  in 
but  very  rare  instances,  however,  that  the  myomata  are  infected 
by  the  epithelial  growth.  As  Cullen  points  out,  the  probable 
explanation  of  this  infrequency  is  the  density  of  the  myomata 
and  the  softness  of  the  uterine  muscles.     In  C alien's  group  of 
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cases  he  found  only  two  in  which  the  myomata  were  infected 
by  the  epithelial  growth. 

During  my  fifteen  years'  work  at  the  Hospital  I  met  with 
only  a  single  case  of  adeno-carcinoma  of  the  body  of  the  uterus 
comphcating  fibroids.  But  I  met  with  one  well-marked  case 
where  there  was  malignant  disease  of  the  cervix,  and  a  group 
of  small  interstitial  myomata  of  the  body  of  the  uterus. 
During  these  years  I  only  once  met  with  maliguant  degenera- 
tion of  fibroids,  and  it  was  sarcomatous.  In  the  sarcomatous 
degeneration  there  is  a  sudden  increase  in  the  size  of  the 
tumour,  and  a  rapid  extension  of  the  disease  to  surrounding 
tissues  and  structures,  and  the  unstriped  muscle  cells  are 
converted  into  spindle-shaped  sarcoma  cells.  Of  course  the 
fact  must  be  kept  in  mind  that  during  these  years  the 
mortality  from  hysterectomy  was  considerable,  and  it  had 
not  reached  the  perfection  that  it  has  now  attained.  Deaths 
direct  from  fibroids  were  as  rare  then  as  they  are  now,  and 
therefore  opportunities  for  examining  a  myomatous  uterus  were 
not  so  frequent. 

The  diagnosis  of  adeno-carcinoma  complicating  a  fibroid  or 
a  group  of  fibroids  is  by  no  means  easy.  I  should  say  that 
the  recrudescence  of  a  fibroid  after  the  menopause,  or  the 
recurrence  of  haemorrhage  or  discharge,  is  very  suspicious. 
The  preliminary  use  of  the  curette  will  generally  overcome  the 
difficulty,  as  was  carried  out  in  the  first  case.  But  the  curette 
cannot  always  be  depended  upon,  as  the  uterus  is  often  so 
distorted  that  a  curette  will  not  pass  into  the  fundus,  and 
therefore  it  is  only  after  the  uterus  has  been  removed  by 
hysterectomy  that  the  condition  is  recognised.  With  a 
practical  gynaecologist  it  will  be  a  question  of  whether  total 
hysterectomy  is  not  to  be  preferred  to  supravaginal 
hysterectomy. 

These  two  cases  also  abundantly  prove  the  contention  of 
gynaecologists   at   the   present    time,    that   when   a   fibroid    is 
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recognised  the  sooner  it  is  entirely  removed  the  better. 
Although  malignant  degeneration  of  a  fibroid  has,  as  I  have 
said,  been  comparatively  rare  in  my  experience,  yet  there  are 
many  other  degenerations  to  which  a  fibroid  is  liable — most  of 
which  I  have  met  with, — and  the  mere  fact  that  the  myoma- 
tous uterus  is  occasionally  the  seat  of  adeno-carcinoma  gives- 
additional  weight  to  the  advice,  which  many  were  unwilling  at 
first  to  receive,  that  the  sooner  fibroids  are  removed  the  better. 


I)r  Wm.  Fordyce  remarked  that  the  Hospital  had  done  full 
justice  to  Mrs  F.,  who  used  to  come  up  at  intervals  and  have 
huge  masses  of  sloughing  tissue  removed. 

The  President  said  the  fact  that  the  patients  were  twins 
was  interesting,  and  also  that  they  had  begun  their  menstrual 
career  on  the  same  day.  Sir  Halliday  Croom  made  some 
extremely  interestijig  remarks  about  the  rarity  of  cases  of 
adeno-carcinoma  associated  with  fibroids.  Cullen  stated  that 
in  1-7  per  cent,  of  cases  fibroids  are  liable  either  to  sarcomatous 
or  adeno-carcinomatous  changes.  A  2  per  cent,  risk  of 
malignant  disease  occurring  in  fibroids  was  not  very  great,, 
and  it  was  not  such  a  frequent  danger  as  sometimes  it  was 
supposed  to  be ;  it  was  sometimes  urged  that  fibroids  should  not 
be  interfered  with  on  account  of  that  risk. 

Dr  Johnstone,  in  reply,  said  he  regretted  Dr  Berry  Hart's 
absence,  as  he  might  have  been  able  to  advance  some  Mendeliaii 
theory  to  account  for  this  condition  in  twins. 
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V.  COMPLETE  ABSENCE  OF  THE  VAGINA:  REGURGI- 
TATION OF  MENSTRUAL  BLOOD  THROUGH 
THE  FALLOPIAN  TUBE  INTO  THE  PERITONEAL 
CAVITY;   WITH    NOTES    OF   AN   UNUSUAL  CASE. 

By  Wm.  Fordyce,  M.D.,  F.R.C.P.,  Assistant-GynaBCologist,  Eoyal 
Infirmary,  Edinburgh. 

M.  W.,  set.  19,  a  small,  somewhat  poorly-developed,  ansemic  girl, 
was  admitted  to  the  gyngecological  ward  in  Leith  Hospital  under 
my  care  on  3rd  August  1911,  complaining  of  severe  pain  in  the 
lower  part  of  the  abdomen.  The  history  of  the  case,  which  I 
got  from  the  girl's  mother,  for  the  girl  herself  is  dull  and  stupid 
and  evidently  somewhat  deficient  mentally  as  well  as  physically, 
was  as  follows : — She  had  never  been  very  robust,  and  was 
always  rather  retiring  and  backward.  .She  had  suffered  from 
epilepsy  since  the  age  of  14,  the  fits,  however,  recurring  at  long 
intervals  until  the  last  year,  when  they  had  been  more  frequent. 
She  had  had  attacks  of  pain,  similar  to  that  for  which  she 
sought  advice,  regularly  every  four  weeks  for  the  previous  six 
months,  and  at  irregular  intervals  for  about  one  year  before 
this.  The  attacks  of  pain  lasted  about  one  week  and  had  been 
getting  more  severe.  In  the  intervals  she  was  not  quite  free 
from  pain,  but  was  able  to  carry  on  her  ordinary  household 
duties.  The  epileptic  fits  in  recent  months  had  only  occurred 
when  she  had  these  attacks  of  pain.  She  had  never  menstruated. 
State  on  Examination. — For  her  age  the  patient  was  short, 
somewhat  antemic,  and  generally  poorly  developed,  both 
mentally  and  physically.  The  mammce  were  small.  The 
abdomen  was  slightly  distended  and  very  tender  on  palpation, 
but  no  suprapubic  swelling  was  to  be  felt,  as  from  the  history 
of  the  case  I  had  expected.  The  temperature  was  100'  F.  and 
the  pulse  98.  Her  expression  was  anxious  and  indicative  of 
severe  suffering.    The  external  genitals  were  normal,  with  abund- 
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ance  of  pubic  hair.  There  was  no  ostium  vaginse,  and  no  sugges- 
tion of  any  hymen.  On  passing  a  catheter  into  the  bladder  and 
introducing  a  finger  into  the  rectum  only  a  very  thin  partition 
seemed  to  separate  the  two  as  far  up  as  the  finger  could  reach. 
Subsequently  under  ancesthesia  the  rectal  finger  could  feel  very 
high  up  a  somewhat  diffuse  flaccid  swelling,  which  I  took  to  be 
retained  menstrual  blood  in  a  cul-de-sac  in  the  uj^per  part  of 
the  vagina  below  the  cervix  uteri.  The  uterus  was  felt  to  be 
small,  and  no  dilatation  of  the  tubes  was  to  be  made  out. 

Some  days  later,  when  the  acute  pain  had  subsided,  by 
■careful  dissection  between  the  rectum  and  the  urethra  I  tried 
to  reach  this  swelling  in  order  to  make  an  artificial  vagina  and 
so  drain  away  what  I  supposed  to  be  retained  menstrual  blood 
in  a  vaginal  cul-de-sac,  and  to  provide  at  the  same  time  a 
channel  for  the  escape  of  subsequent  menstrual  discharge.  At 
the  time  of  the  operation  I  thought  I  had  succeeded  in  doing 
this,  but  I  am  now  doubtful.  The  swelling  was,  as  I  have 
stated,  not  very  large  and  very  flaccid,  and  the  venous  hsemor- 
xhage  during  the  dissection  was  very  severe.  I  packed  this 
■canal  with  gauze  and  subsequently  put  in  a  long  glass  drain. 

Exactly  four  weeks  later  there  was  a  recurrence  of  the 
severe  abdominal  pain,  and  once  again  the  swelling,  which 
meantime  had  disappeared,  was  felt  on  rectal  examination. 
During  this  attack  the  girl  had  two  severe  e23ileptic  fits. 

On  the  fourth  day  I  opened  the  abdomen,  for  I  was  now  of 
-opinion  that  the  swelling  felt  ijcr  rectum  must  be  a  distended 
uterus  or  tube,  though  its  softness  seemed  to  contra-indicate 
this,  but  if  so  I  decided  to  remove  either  or  both. 

The  peritoneal  cavity  contained  a  considerable  quantity  of 
•dark  fluid  blood.  It  presented  in  fact  the  appearance  one  finds 
in  slight  rupture  of  a  tubal  gestation.  The  blood,  however, 
was  not  clotted.  The  pelvis  was  full  of  blood,  and  it  was  the 
bulging  of  the  pouch  of  Douglas  which  furmed  the  soft  diffuse 
iswelling  to  be  felt  on  rectal  examination.     How  much  blood 
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was  contained  in  the  peritoneal  cavity  it  is  difficult  to  say,  but 
4  to  6  ozs.  would,  I  think,  be  a  moderate  estimate.  There  were 
no  adhesions  and  no  signs  of  any  organisation  or  consolidation 
of  the  blood,  which  was  of  the  same  dark  colour  and  consistence 
as  one  finds  in  hfematocolpos,  the  result  of  imperforate  hymen. 

The  deep  staining  of  the  peritoneum  as  well  as  the  amount 
of  blood  which  was  present  would  lead  me  to  suppose  that  it 
was  not  all  at  least  of  recent  origin. 

The  uterus  was  normal  but  felt  slightly  distended,  and  the- 
right  Fallopian  tube  was  short,  straight,  and  moderately  dis- 
tended with  dark  blood,  which  was  oozing  from  its  fimbriated 
end.  On  compressing  the  uterus,  and  what  I  took  to  be  a  cul- 
de-sac  of  the  upper  part  of  the  vagina,  I  forced  a  considerable 
quantity  of  blood  along  this  tube  into  the  peritoneal  cavity. 
The  left  tube  was  normal  and  contained  no  blood. 

It  seemed,  therefore,  that  there  was  present  a  patent  right 
Fallopian  tube,  and  that  the  menstrual  blood  at  each  period: 
had  regurgitated  along  it  into  the  peritoneal  cavity,  and  that 
this  regurgitation  of  blood  was  the  cause  of  the  severe 
abdominal  pain  and  tenderness  which  had  recurred  every  four 
weeks  during  the  previous  six  months. 

As  the  uterus,  tube,  and  ovaries  were  normal,  excepting 
this  patency  of  the  right  tube,  I  thought  it  right  to  make  yet 
another  attempt  to  establish  a  communication  from  below  with 
the  uterus.  I  accordingly  waited  for  another  menstrual  period,, 
and  once  again  I  made,  unsuccessfully,  an  attempt  to  do  this, 
and  was  compelled  again  to  do  an  abdominal  section  during 
an  attack  of  pain  similar  to  the  others.  On  this  second 
occasion  I  found  conditions  exactly  as  before — blood  in  the 
peritoneum  oozing  from  the  right  tube  and  the  uterus  slightly 
distended  but  capable  of  being  emptied  by  compressing  it, 
when  its  contents  escaped  from  the  fimbriated  end  of  the 
right  tube. 

I    would   have   removed    the  uterus    but  the   patient   was 
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taking  the  anaesthetic  very  badly,  so  I  removed  both  ovaries 
instead,  as  being  the  quicker  operation.  I  thought  this  would 
stop  menstruation,  and  I  considered  also  that  the  removal  of 
tlie  ovaries  might  possibly  have  some  beneficial  effect  on  the 
epileptic  fits,  which,  as  stated,  seemed  to  be  more  or  less 
menstrual  in  the  time  of  their  occurrence. 

The  recovery  from  this  operation  was  uneventful,  and  the 
patient  was  on  the  point  of  being  discharged  when  again,  on 
3rd  February,  one  month  after  the  oophorectomy,  she  began 
to  complain  of  abdominal  pain  and  pain  in  the  back,  which 
gradually  became  so  intense  that  it  was  only  by  large  doses 
of  morphia  she  could  get  any  sleep  at  all.  The  temperature 
also  began  to  rise  and  the  pulse  got  rapid. 

On  rectal  examination  a  very  tense  painful  swelling,  quite 
different  from  that  noticed  on  previous  occasions,  could  be  felt 
and  palpated  bimanually. 

The  swelling  was  in  the  middle  line  and  felt  like  a  distended 
uterus,  though  in  view  of  the  former  operation,  when  both 
ovaries  were  removed,  this  seemed  hardly  likely. 

Five  days  after  the  onset  of  the  pain  her  condition  was  so 
serious  that,  after  consultation  with  my  colleague,  Dr  Lackie, 
who  had  seen  the  case  from  the  beginning  along  with  me,  I 
was  reluctantly  compelled  to  do  a  third  abdominal  section. 

On  this  occasion  there  was  no  blood  in  the  peritoneal 
cavity,  but  the  uterus,  which  formerly  was  small,  was  now  dis- 
tended to  about  the  size  of  a  two  and  a  half  months'  pregnancy, 
and  formed  a  tense  globular  tumour  in  the  pelvis.  Before  1 
could  remove  it  I  had  to  incise  the  fundus,  when  a  lartre 
quantity  of  dark  blood  and  muco-purulent  fluid  escaped. 
This  allowed  the  uterus  to  collapse,  and  its  removal  was  then 
easily  accomplished.  The  amputation  was  done  low  down 
below  the  level  of  the  internal  os,  but  the  cervical  canal  was 
also  distended,  the  section  of  the  uterus  at  this  level  passing 
through  a  dilated  canal  which  easily  admitted  the  forefinger. 
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There  seemed  to  be  no  vaginal  cul-de-sac  below  this,  and  I  am 
incHiied  to  think  that  what  I  had  considered  to  be  vagina  in 
the  first  and  second  abdominal  operations  was  the  dilated 
cervix.  It  has  been  noted  frequently  before  in  cases  of  atresia 
that  the  uterus  becomes  gradually  dilated  from  below  upwards. 
Before  closing  this  dilated  cervix  and  covering  it  over  with 
peritoneum  in  the  usual  way,  I  carried  a  drainage  tube  from 
above  downwards  to  the  perineal  region.  The  patient  made 
a  somewhat  tedious  recovery,  but  ultimately  left  the  hospital 
quite  well  and  has  remained  so  since. 

The  special  points  of  interest  in  this  comparatively  rare 
case  of  absence  of  the  vagina  are — 1st,  the  regurgitation  of  the 
menstrual  blood  along  the  Fallopian  tube  directly  into  the 
peritoneal  cavity ;  2nd,  the  continuance  of  menstruation  after 
complete  removal  of  both  ovaries. 

There  is  an  extensive  literature  in  connection  with  this 
subject  of  atresia  and  of  absence  of  the  vagina,  and  many 
recorded  cases,  but  I  have  been  unable  to  find  any  one  exactly 
similar  to  my  own.  Cases  of  retention  of  menses,  in  which 
free  blood  has  been  found  in  the  peritoneal  cavity,  have  been 
recorded  by  Meyer  in  1896,  by  Landau  and  Eheinstein  in  1892, 
and  Sanger  in  1896,  and  more  recently  by  Eussell  Andrews  in 
1911 ;  but  in  all  these  there  was  marked  haematometron  or 
marked  distension  of  the  tubes.  In  my  case  neitiier  was 
present. 

From  the  history  and  from  what  I  saw  at  the  first  two 
abdominal  operations,  I  think  there  can  be  no  doubt  that  the 
severe  attacks  of  pain  from  which  the  patient  suffered  were 
due  to  the  escape  of  menstrual  blood  along  the  right  Fallopian 
tube  into  the  peritoneal  cavity.  The  absence  of  any  shock  may 
be  accounted  for  by  the  small  amount  of  blood  which  would 
escape  at  any  one  time  and  its  gradual  accumulation  in 
the  peritoneum  during  the  menstrual  period.  Abdominal 
tenderness  and  rapidity  of  the  pulse  I  have  noted  were  always 
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present  during  the  attacks  and  gradually  subsided  in  the 
interval.  Abdominal  pain  and  tenderness  as  symptoms  of 
intraperitoneal  bleeding  we  are  familiar  with  in  early  rupture 
of  a  tubal  gestation  and  in  cases  of  secondary  haemorrhage 
following  abdominal  operations. 

In  this  connection  I  may  refer  to  an  interesting  case  which 
was  reported  to  me  by  Dr  Thin.  The  patient  was  a  young 
lady  who  previously  had  been  quite  strong  and  whose  men- 
struation had  always  been  normal.  One  day  last  winter, 
towards  the  end  of  a  period,  she  was  seized  with  acute 
abdominal  j^ain,  with  great  abdominal  tenderness,  suggesting 
appendicitis,  for  which  she  underwent  an  immediate  operation. 
The  appendix  was  found  to  be  normal,  but  there  was  a  con- 
siderable quantity  of  blood  in  the  lower  abdomen,  which  was 
found  to  be  oozing  from  the  right  Fallopian  tube.  The 
diagnosis  of  a  patent  Fallopian  tube  was  made.  The  two 
succeeding  periods  were  attended  by  pretty  severe  pain,  but 
since  then  there  has  been  no  more  than  the  ordinary  dis- 
comfort.    The  Fallopian  tube  was  not  removed. 

May  it  not  be  possible  that  some  of  the  very  severe  cases 
of  dysmenorrhoea  one  occasionally  comes  across,  where  on 
examination  everything  seems  to  be  normal,  are  due  to  a 
similar  cause,  or,  if  not  to  regurgitation  of  blood  through  the 
tube,  then  to  an  abnormal  amount  of  blood  getting  into  the 
peritoneum  from  the  rupture  of  an  unusually  vascular  Graafian 
follicle  ?  I  have  repeatedly  in  abdominal  work  been  surprised 
to  find  a  considerable  amount  of  blood  in  the  pouch  of  Douglas. 
In  these  cases  it  has  been  noted  that  menstruation  had  just 
terminated. 

Blood  effused  into  the  peritoneal  cavity  seems  to  undergo 
a  very  rapid  and  complete  absorption,  leaving  no  trace  of 
adhesions,  as  one  would  expect. 

I  had  occasion  recently  to  do  an  abdominal  section  in  a 
woman  on  whom  I  had  operated  four  years  previously  for  a 
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ruptured  tubal  gestation.  At  the  first  operation  there  was 
a  large  quantity  of  old  blood-clot  adherent  to  the  pelvic  and 
abdominal  viscera,  and  much  recent  blood  which,  owing  to 
the  condition  of  the  patient,  I  could  not  remove.  At  the 
second  operation  there  were  but  a  few  slight  adhesions  on 
the  side  of  the  gestation,  but  the  rest  of  the  peritoneum  in 
the  pelvis  was  perfectly  normal,  and  there  were  no  intestinal 
adhesions  at  all. 

In  this  case  of  atresia  there  were  no  peritoneal  adhesions, 
though  I  believe  this  menstrual  regurgitation  had  been  going 
on  for  months.  One  would  expect,  of  course,  to  find  a  more 
complete  absorption  of  menstrual  blood  than  blood  from  other 
sources,  as  it  does  not  clot;  but  I  believe,  no  matter  what  its 
origin,  it  is  in  time  completely  absorbed. 

The  patulous  condition  of  the  interstitial  part  of  the  tube, 
which  permitted  the  regurgitation  of  blood  in  my  case,  must  be 
regarded  as  accidental  and  in  no  way  the  result  of  the  absence 
of  the  vagina.  In  cases  of  obstruction  to  the  outflow  of  the 
menstrual  blood  from  the  vagina,  the  rule  is  for  the  genital 
tract  to  be  slowly  distended  from  below  upwards.  First  the 
vagina,  if  any  is  present ;  next  the  cervix,  and  next,  and  as  a 
rule  finally,  the  cavity  of  the  body  of  the  uterus. 

It  is  the  exception  for  the  tubes  in  such  cases  to  become 
distended.  AVliere  haematosalpinx  is  found  associated  witli 
ha3matometron  the  uterine  orifice  of  the  tube  is  generally  found 
closed.  The  blood  in  the  tube,  moreover,  in  such  cases  is 
often  found  in  different  loculi,  suggesting  some  other  source 
of  the  blood  than  an  outflow  from  the  distended  uterus.  This 
is  in  accordance  with  what  one  would  expect,  as  under  normal 
conditions  the  uterine  orifices  of  the  tubes  will  not  permit  of 
regurgitation  of  fluids,  except  under  great  pressure,  and  a 
patulous  tube  orifice  is  very  rare. 

The  history  of  the  case  after  removal  of  the  appendages  is 
interesting,  though  what  really  followed    the  ligature  of   the 
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tube  should  perhaps  have  been  foreseen.  That  menstruation 
iloes  not  always  stop  at  once  after  removal  of  the  ovaries  must 
be  a  common  experience — so  common  that  I  think  it  is  not 
necessary  to  postulate  the  presence  of  an  accessory  ovary,  or 
that  some  part  of  ovarian  tissue  has  been  left  behind,  to 
explain  such  cases. 

This  being  so,  it  was  undoubtedly  a  mistake  on  my  part 
to  reinove  the  appendages  only  when  I  had  not  provided 
any  channel  for  the  escape  of  a  possible  recurrence  of  the 
menstrual  discharge. 

The  reasons  which  prompted  this  procedure  at  the  time  of 
the  operation  I  have  already  stated.  What  is  of  special 
interest  was  the  acute  distension  of  the  uterus  which  was 
produced  by  the  menstrual  discharge  of  one  single  period. 
The  uterus  was  certainly  twice  its  normal  breadth  and  was 
also  considerably  elongated,  and  the  great  tension  of  the 
retained  lluid  was  shown  by  the  spurt  of  blood  which  took 
place  when  the  uterus  was  incised. 

The  presence  of  fairly  well-dev^eloped  uterus  tubes  and 
ovaries  with  complete  absence  of  the  vagina  constitutes  a 
third  point  of  interest,  which  I  merely  mention  in  conclusion. 
Vineberg,  who  has  written  on  the  subject,  says  that  from  a 
study  of  the  recorded  cases,  "  it  can  be  correctly  deduced  that 
there  is  a  vagina,  no  matter  how  rudimentary,  about  the  cervix, 
when  a  fairly  well-developed  uterus  is  present ;  true  absence 
of  the  vagina  occurring  only  when  there  is  practically  an 
absence  of  the  uterus."  So  far  as  I  was  able  to  judge  there 
was  no  trace  of  a  vagina  in  my  case,  and  the  great  distension 
of  the  uterus  which  followed  after  the  ligature  of  the  tube, 
as  a  result  of  one  menstrual  period,  proves,  I  think,  that  there 
could  have  been  no  sac  below  into  which  the  blood  could  have 
escaped.  There  was  certainly  no  accumulation  of  blood  in 
or  below  the  uterus  at  the  termination  of  the  operation  when 
the  ovaries  were  removed. 
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I  had  sections  made  from  the  tube  and  uterus.  Dr  Watson 
reports  that  they  call  for  no  special  note. 

My  colleague,  Dr  Lackie,  saw  the  patient  throughout  along 
with  me,  and  I  gratefully  acknowledge  his  advice  and  assistance 
in  connection  with  her  long  illness. 


Dr  J.  Lamond  Lackie  congratulated  Dr  Fordyce  on  the 
splendid  description  he  had  given  of  his  case,  which  was  one  of 
great  interest,  and  he  (Dr  Lackie)  considered  it  a  privilege  to 
watch  it.  He  did  not  think  he  had  ever  seen  a  patient  suffer 
such  pain  as  this  patient  did  after  the  tube  was  tied,  Dr 
Fordyce's  suggestion  that  some  cases  of  severe  dysmenorrhcea 
might  be  due  to  extravasation  of  blood  into  the  peritoneal 
cavity  was  extremely  interesting ;  he  did  not  know  that  it  had 
been  suggested  before.  The  case  had  been  most  tedious,  and 
required  a  great  deal  of  patience  and  skilful  judgment. 

Dt  Young  also  congratulated  Dr  Fordyce  on  his  most 
interesting  case.  Judging  from  the  facts,  the  theory  pro- 
pounded had  appealed  to  him  with  a  certain  amount  of 
conviction ;  the  case  seemed  to  prove  the  contention.  He  did 
not  know  whether  Dr  Fordyce  had  taken  into  consideration 
the  fact  that  in  some  rare  cases  tubal  menstruation  occurs. 
The  President,  after  thanking  Dr  Fordyce  for  his  very 
interesting  communication,  said  he  would  probably  remember 
a  case  of  a  girl  in  hospital  some  years  ago  which  was  very 
similar  to  the  one  he  had  described,  there  being  absence  of  the 
vagina.  The  patient  suffered  intense  pain  at  each  menstrual 
period.  The  President  had  brought  the  specimen  before  the 
Society.  They  thought  the  patient  was  suffering  from  a 
pyosalpinx,  because  a  mass  was  found  on  each  side.  The 
Fallopian  tubes  were  normal,  the  ovaries  very  large.  Dr 
Fordyce  made  a  very  distinct  point  of  the  oozing  of  blood. 
Ho  (the  President)   was   inclined   to   think    that   it   occurred 
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more  frequently  than  was  generally  supposed.  At  the  time  of 
rupture  there  must  be  some  escape  into  the  peritoneal  cavity, 
and  apart  altogether  from  the  cases  in  which  there  was 
bleeding  from  the  Fallopian  tube,  one  got  this  oozing  occurring 
— certainly  on  opening  the  abdomen  in  other  cases  he  had 
found  blood  in  the  peritoneal  cavity  which  was  associated 
with  menstruation.  Eegarding  the  absorption  of  blood,  his 
experience  was  that  the  blood  had  entirely  absorbed  without 
leaving  any  adhesions  which  could  be  observed.  In  two  cases 
where  operation  for  extra-viterine  pregnancy  was  performed, 
and  where  a  large  quantity  of  blood  had  been  left  behind 
which  it  was  impossible  to  remove,  on  opening  the  abdomen 
subsequently  for  some  other  reason  absolutely  no  evidence  of 
it  was  found — one  could  have  had  no  idea  unless  one  had 
operated  before  that  there  had  been  any  blood  left.  In  certain 
cases  of  dysmenorrhcea  it  was  quite  conceivable  that  the  pain 
was  due  to  free  blood  in  the  peritoneal  cavity.  The  same 
observation  had  previously  been  made,  but  Dr  Fordyce  had 
brought  it  out  very  clearly.  Another  interesting  point  was 
the  dilatation  of  the  uterus,  and  he  would  like  to  know  if  the 
uterus  was  undeveloped. 

Dr  Fordyce  said  the  patient  was  a  smallish  girl  and  the 
organs  were  in  proportion. 

The  President  hardly  thought  that  a  uterus  normally 
developed  could  have  distended  in  that  way  after  one 
menstrual  period. 

Dr  Fordyce,  in  reply,  said  he  would  like  to  say  to  Dr  Young 
that  the  question  of  tubal  menstruation  had  occurred  to  him ; 
but  he  was  under  the  impression  that  it  was  proved  to  be 
clearly  a  mistake  that  menstruation  ever  occurred  through  the 
tube. 
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VJ.  AN  EXPERIENCE  OF  THREE  CASES  OF 
PUBIOTOMY. 

By  J.  Lamond  Lackie,  M.D.,  F.R.C.P.E.,  Examiner  in  Midwifery, 
University  of  Edinburgh ;  Assistant-Physician,  Royal  ^laternity 
Hospital ;  Assistant-Gynsecologist,  Leith  Hospital, 

During  his  last  quarter  on  duty,  commencing  on  1st  January 
this  year,  Dr  Haultaiu  very  kindly  gave  me  permission  to 
select  suitable  cases  for  pubic tomy  and  to  do  the  operation, 
and  for  this  privilege  I  am  deeply  indebted  to  him.  During 
the  quarter  five  cases  were  seen  which  raised  the  question  of 
the  operation,  but  in  two  of  the  cases  a  necessary  condition 
was  absent,  which  resulted  in  other  means  being  adopted.  In 
one,  forceps  had  ])een  used  by  two  doctors  outside  without 
success.  On  admission  the  case  seemed  suitable  for  pubiotomy, 
but  the  foetal  heart  could  not  be  heard,  although  it  had  been 
audible  a  short  time  before  when  the  patient  left  her  home. 
Craniotomy  was  therefore  performed.  The  other  patient  was 
unmarried  and  a  ii.-para.  Her  first  child  had  been  born  after 
craniotomy,  and  forceps  on  this,  the  second,  occasion  proved  of 
no  avail.  The  pelvic  brim  was  only  slightly  contracted,  and 
the  case  was  most  suitable  for  pubiotomy,  but  the  patient 
refused  to  have  the  operation,  and  one  was  therefore  again 
compelled  to  do  craniotomy. 

Three  cases  fulfilled  all  the  necessary  conditions,  and  they 
differ  from  the  case  recorded  by  Dr  Young  at  last  meeting,  in 
that  the  chief  indication  was  a  contraction  of  the  brim,  iiot  of 
the  outlet.     They  were : — 

Case  I. — Mrs  C,  set.  35,  was  sent  to  the  Maternity  Hospital 
by  Dr  Beatty,  of  Pitlochry,  on  6th  January  1912.  She  had  been 
married  for  seven  years,  and  was  pregnant  for  the  fifth  time. 
Her  obstetric  history  was  as  follows: — (1)  A  full-time  girl, 
transverse  presentation,  born  dead  after  embryulcia;  (2)  a  full- 
time  boy  delivered  by  forceps,  still  alive ;  (3)  a  full-time  girl, 
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a  transverse  presentation,  now  four  years  old — patient  says 
forceps  were  used ;  (4)  two  years  ago  a  full-time  male  child,  a 
transverse  presentation,  born  dead  after  embryulcia.  She  had 
had  no  miscarriages. 

State  on  Admission. — Patient  was  of  small  stature.  On 
examination  of  the  abdomen  the  head  was  found  lying  above 
<and  to  the  left  of  the  umbilicus,  the  foetal  limbs  were  in  the 
right  iliac  fossa,  but  the  position  of  the  child  could  be  altered 
very  easily  as  there  was  abundant  liquor  amuii.  The  pelvic 
measurements  were — interspinous,  2h  ins. ;  intercristal,  10  ins. ; 
external  conjugate,  7|  ins. ;  diagonal  conjugate,  3|  ins. ;  the 
■conjugate  area  was  therefore  3^  ins. 

On  Friday,  19th  January,  the  patient  went  into  labour 
shortly  before  midnight.  The  first  stage  was  slow,  and  it  was 
not  till  5  P.M.  on  Saturday  the  20th  that  the  os  was  nearly 
fully  dilated  and  the  membranes  bulged  in  a  sausage-shaped 
form  into  the  ^•aqina.  These  were  ruptured  artificially,  and 
strong  labour  pains  supervened.  The  head  did  not,  however, 
descend,  but  remained  above  the  brim.  A  quarter  of  a  grain  of 
morphia  and  2^-oth  grain  of  scopolamine  were  administered 
hypodermically  at  6  P.:\r.,  but  the  contractions  continued  strong 
and  forcible.  At  6.30  I  decided  to  perform  pubiotomy,  and 
this  was  carried  out  in  the  usual  way.  Forceps  were  not  in 
this  case  tried  at  all  before  the  operation,  because  it  seemed 
evident  that  the  disproportion  between  the  head  and  the  pelvis 
was  sufficiently  great  to  prevent  safe  delivery  by  forceps  without 
a  preHminary  enlargement  of  the  pelvic  girdle.  A  vertical 
incision,  1  in.  long,  was  made  a  finger's  breadth  to  the  left  of 
the  pubic  spine.  Through  the  incision  a  finger  was  inserted 
and  the  bladder  pushed  to  one  side.  Doderlein's  needle  was 
passed  through  the  wound,  over  and  then  behind  the  pubis,  and 
dov/n  till  its  point  was  felt  through  the  soft  tissues  below  the 
pubic  arch.  The  house  surgeon,  Dr  Sivright,  having  drawn 
the  left  labium  to  the  right,  made  a  small  incision  over  the 
point,  so  that  it  came  through,  and  he  then  attached  to  it  the 
end  of  Gigh's  saw.  The  needle  Avas  now  withdrawn,  so  that 
the  saw  came  through  the  upper  wound. 

The  handles   having   been   attached,    the   bone   was   sawn 
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through.  The  raw  edges  did  not  spring  apart,  but  in  case  this 
should  happen,  pressure  was  applied  at  first  to  prevent  it.  The 
l)atient  was  put  in  AValcher's  position,  forceps  were  applied, 
and  the  child  was  delivered  most  easily  and  with  scarcely  any 
traction  at  all.  The  upper  wound  was  closed  by  sutures,  the 
lower  was  packed.  The  whole  operation  and  delivery  lasted 
exactly  seventeen  minutes. 

Broad  strips  of  plaster  were  applied  round  and  round  the 
pelvis  several  times  and  the  patient  put  back  to  bed.  She  was 
turned  on  her  side  from  time  to  time  during  the  first  three 
days,  and  on  the  fourth  day  she  turned  herself.  She  sat  up  on 
the  fourteenth  day,  and  was  allowed  on  a  chair  on  the  fifteenth. 
She  took  a  few  steps  on  the  sixteenth  day,  and  walked  to  the 
fireside  on  the  seventeenth. 

Unfortunately  on  the  twenty-second  day  the  patient 
developed  a  moderate  phlebitis  in  the  left  calf,  which  detained 
her  in  hospital  for  three  weeks  longer,  but  at  the  end  of  that 
time  she  was  well  and  able  to  walk  without  a  limp  or  any  pain. 
Dr  Beatty  writes  me  to-day  that  Mrs  C.  is  absolutely  well  in 
every  respect.  The  child,  which  did  well,  weighed  6  lbs.  2  ozs., 
and  was  20i  ins.  long,  but  though  it  was  not  quite  up  to  the 
standard  in  weight,  the  measurements  of  the  head  were  normal. 
They  were — suboccipito-bregmatic,  4  ins. ;  occipito-frontal,  4i 
ins. ;  occipito-mental,  5-|-  ins. ;  cervico-bregmatic,  3f  ins. ;  fronto- 
mental,  3j  ins.  This  case,  then,  proved  eminently  satisfactory 
for  mother  and  child  up  to  the  time  of  the  phlebitis,  which 
might  have  occurred  after  a  normal  labour,  and  which  has  never 
been  suggested  as  one  of  the  special  complications  of  the 
puerperium  after  pubiotomy.  It  is  held  by  some  that  for  a 
pubiotomy  to  be  perfectly  successful  spontaneous  labour  must 
take  place  after  the  operation.  I  can  see  no  reason  for  this, 
and  indeed  it  must  be  absolutely  necessary  to  use  forceps  in 
many  cases.     It  was  so  in  Cases  II.  and  III. 

Case  II. — Mrs  C.  W.,  ret.  27,  was  admitted  to  the  Maternity 
Hospital  on  22nd  January  1912.  She  had  been  married  for 
five  years  and  had  had  three  children — (1)  a  boy  at  the  seventh 
month,  born  dead ;    (2)  a  l)oy  at  the  eighth  month,  delivered 
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by  forceps,  dead ;  (3)  boy  at  full  time,  delivered  by  forceps, 
alive. 

Imitate  on  Admission. — Patient  was  a  healthy-looking  woman 
but  of  small  stature.  She  was  about  eight  months  pregnant. 
The  pelvic  measurements  were — interspinous,  10  ins. ;  inter- 
cristal,  10^  ins. ;  external  conjugate,  7  ins. ;  diagonal  conjugate, 
3|  ins. ;  true  conjugate,  3^  ins.  Labour  started  on  Saturday, 
17th  February,  at  10  a.m.  At  1.30  a.m.  on  the  18th  the  os  was 
fully  dilated,  and  the  membranes  were  ruptured  artificially.  It 
was  noted  that  the  child  was  in  the  R.O.P.  position.  After 
waiting  an  hour  and  observing  that  no  progress  was  made,  high 
forceps  were  applied,  but  the  most  vigorous  traction  on  my 
part  or  on  the  part  of  Dr  Sivright  made  not  the  slightest  im- 
pression on  the  descent  of  the  head.  Pubiotomy  was  therefore 
performed  in  the  usual  way,  and  then  the  patient  was  placed 
in  Walcher's  position  and  the  forcejDS  reapplied.  Here  I  inade 
a  serious  omission.  Forgetting  for  the  moment  that  the  head 
was  in  the  E.O.P.  position,  I  did  not  rectify  this,  but  applied 
traction  and  dragged  the  head  into  the  brim,  where  it  remained 
fixed,  and  it  was  then  impossible  to  rotate  the  foetus  to  a  more 
favourable  position.  However,  I  thought  it  would  not  matter 
much,  since  the  pubis  was  severed,  but  this  proved  erroneous, 
for  after  all  I  was  dealing,  even  after  the  operation,  with  a  pelvis 
whose  brim  had  become  only  about  normal  in  circumference. 

The  result  was  that  the  forceps  slipped  five  times,  and  only 
after  great  difficulty  the  head  was  born,  face  to  pubis.  There 
was  a  small  laceration  of  the  vaginal  wall  on  the  left  side  and 
this  was  stitched.  The  operation  and  delivery  occupied  forty 
minutes. 

The  diameters  of  the  foetal  head  were — suboccipito-breg- 
matic,  4  ins. ;  occipito-frontal,  4  J  ins. ;  occipito-mental,  b}j  ins. ; 
cervico-bregmatic,  4§  ins.  The  child,  a  male,  was  21  ins.  long, 
and  weighed  8  lbs.  15  ozs. 

The  PucrfcriiLm. — The  temperature  ranged  from  98'  to 
101°  F.  during  the  first  ten  days.  On  the  second  day  the 
patient  complained  of  severe  pain  in  the  left  sacro-iliac  joint 
and  down  the  limb  in  the  line  of  the  sciatic  nerve.  It  was  so 
severe  that  heroin  was  administered  several  times,  but  the  pain 
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disappeared  on  the  sixth  day.  However,  on  the  seventh  day 
the  same  sort  of  pain  started  in  the  right  sacro-iliac  joint,  and 
this  continued  for  two  days.  On  the  thirteenth  day  the  patient 
sat  up  in  bed,  on  the  nineteenth  she  sat  on  a  chair  for  half  an 
liDur,  and  on  the  twenty-first  she  walked  a  few  steps  but 
complained  of  pain  in  the  left  sacro-iliac  joint.  This  daily  got 
less,  and  on  the  thirtieth  day  she  walked  to  the  Eoyal  Infirmary, 
where  a  radiogram  of  her  pelvis  was  taken  by  Dr  M'Kendrick, 
who  measured  by  his  method  the  conjugata  vera,  and  made  it 
out  to  be  oh  ins.  On  the  thirty-fifth  day  the  patient  went 
home  walking  well,  without  pain  and  without  any  hesitation. 
i)r  Young,  of  Slamannan,  who  sent  the  case,  tells  me  that  Mrs 
W.  is  very  well,  but  has  a  very  slight  limp,  which  is  improving 
daily. 

Case  III. — Mrs  T.  ^Y.,  set.  27,  pregnant  for  the  fourth  time, 
was  sent  to  the  Maternity  Hospital  by  Dr  Young,  Cowden- 
beath, on  11th  March  1912. 

She  had  been  married  four  years  and  enjoyed  good  health 
Init  for  occasional  nocturnal  epileptic  fits.  Her  first  child  was 
born  dead,  instruments  being  used  ;  the  second  pregnancy  ended 
in  miscarriage  at  the  fifth  month;  and  her  third  went  to  full 
time,  when  the  child  w"as  delivered  with  great  difficulty  by 
craniotomy.     She  was  most  anxious  to  have  a  living  child. 

The  patient  was  of  small  stature,  and  her  pelvic  measure- 
ments were  —  interspinous,  8|  ins. ;  intercristal,  9;^  ins. ;  ex- 
ternal conjugate,  7^  ins. ;  diagonal  conjugate,  7^  ins. ;  true 
conjugate,  3-|-  ins. 

Labour  commenced  on  17th  March  at  4  a.m.  At  11.50  a.m. 
the  membranes  were  ruptured  artificially  and  some  time  allowed 
for  the  head  to  mould.  Forceps  were  then  applied,  but  neither 
Dr  Sivright  nor  T  could  get  the  head  to  engage.  Pubiotomy 
was  therefore  performed,  the  forceps  being  left  applied  to  the 
head,  and  after  the  bone  was  severed  delivery  was  effected  quite 
easily.  The  time  occupied  was  thirty-five  minutes,  and  the 
reason  for  delay  in  this  case  was  the  difficulty  I  had  in  passing 
the  needle  behind  the  pubis.  I  had  made  my  incision  rather 
too  far  out,  so  that  the  course  to  be  traversed  by  the  needle  was 
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too  long  and  too  oblique.  The  point  of  the  needle  impinged 
against  the  pubic  arch,  and  it  was  only  with  difficulty  that  I 
ultimately  managed  to  bring  it  out,  through  the  soft  parts 
below. 

The  Puerpcruim. — The  patient  sat  up  in  bed  on  the  tenth 
day,  and  on  the  eighteenth  she  was  on  a  chair  for  a  quarter 
of  an  hour,  on  the  twenty-first  she  walked  without  support,, 
and  on  the  twenty-eighth  she  left  the  hospital,  walking  with 
confidence  and  without  pain. 

The  complication  of  the  puerperium  in  this  case  was  a 
slight  cystitis.  She  had  retention  of  urine  from  the  first  to  the 
tenth  day,  and  on  the  fourth  day  there  was  some  pus  and  blood 
in  the  urine,  which  necessitated  irrigation  for  a  few  days. 
When  the  patient  went  home  the  urine  was  clear  and  she  had 
no  bladder  symptoms.  Whether  this  cystitis  was  due  to  the 
catheter  or  to  the  operation  it  is  difficult  to  say. 

The  child,  a  male,  weighed  7  lbs.  8  ozs.,  had  a  large  head, 
and  measured  19  ins. 

Diameters — suboccipito-bregmatic,  3f  ins. ;  occipito-frontal, 
4^  ins.;  occipito-mental,  5i  ins.;  cervico-bregmatic,  3^  ins.; 
fronto-mental,  3|  ins.  ;  biparietal,  4  ins. ;  bitemporal,  3j  ins. ;, 
bifrontal,  2A  ins. 

Eadiograms  of  all  these  cases  were  kindly  taken  by  Dr 
M'Kendrick.  Two  show  the  line  of  division  of  the  bone  very 
well.  Dr  M'Kendrick  tells  me  that  the  gap  does  not  indicate 
that  the  union  must  have  been  fibrous  only.  Young  callus 
does  not  give  the  shadow  of  ordinary  bone,  and  it  might  be 
many  weeks  before,  on  a  radiogram,  the  space  seemed  filled  uj). 

These  radiograms  distinctly  support  the  contention  that 
one  of  the  advantages  of  pubiotomy  is  that  the  capacity  of 
the  pelvis  is  permanently  enlarged,  and  explain  how  many 
cases  are  recorded  in  which  subsequent  labours  have  been 
comparatively  easy  and  natural.  It  is  interesting  that  when 
the  bone  is  divided  separation  does  not  take  place  at  once,  but 
only  after  the  head  enters  the  brim. 
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Thes3  cases  I  have  just  recorded  being  ultimately  quite 
•satisfactory,  what  is  one's  general  impression  of  the  operation 
and  its  usefulness  ?  The  experience  is  limited  to  three  cases, 
but  owing  to  the  want  of  continuity  of  service  on  the  part 
of  the  staff  at  the  Maternity  Hospital  it  must  be  impossible 
for  anyone  to  record  more  than  two  or  three  cases  at  a  time. 
It  will  only  be  after  others  have  recorded  their  experience 
during  successive  terms  of  duty  that  the  verdict  of  the 
Edinburgh  School  of  Midwifery  on  this  operation  can  bo 
■obtained.  Personally  I  am  convinced  that  the  operation  is 
a  thoroughly  good  one  in  carefully  selected  cases,  and 
•constitutes  a  most  valuable  means  at  our  disposal  for  the 
management  of  certain  cases  of  contracted  pelvis.  No  doubt 
in  some  respects  the  puerperium  in  my  cases  seemed,  at  first 
sight,  a  little  disappointing,  but  the  condition  of  the  patients 
was  never  such  as  to  give  rise  to  the  slightest  anxiety.  The 
■convalescence  of  the  first  was  perfect  for  three  weeks  till 
phlebitis  commenced,  and  it  is  unlikely  that  this  had  anything 
to  do  with  the  operation.  The  convalescence  of  the  second  was 
complicated  by  severe  pain  in  the  sacro-iliac  joints,  but  this 
was  entirely  my  fault.  Had  I  rotated  the  child  from  the 
E.O.P.  position,  so  much  separation  of  the  bone  would  not 
have  been  required  before  delivery  could  be  effected  by 
forceps.  In  the  third  case  cystitis  of  a  kind  supervened,  but 
this  may  quite  well  have  been  from  the  use  of  the  catheter, 
and  it  soon  passed  off.  All  the  children,  too,  left  the  hospital 
well  and  sturdy. 

The  operation  itself  is  an  easy  one,  and  although  a  properly 
equipped  operating  theatre  is  the  best  place  for  carrying  it  out, 
there  is  no  reason  why  it  should  not  be  undertaken  hi  a  private 
house  if  special  arrangements  are  made  just  as  have  to  be  made 
on  occasion  for  other  operations.  The  effect  of  the  operation  is 
to  increase  all  the  pelvic  diameters ;  half  an  inch  is  added  to 
the  conjugata  vera,  and  this  benefit  is  increased  to  the  extent 
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of  another  half  inch  by  Walcher's  position.  Further,  the  space 
between  the  divided  ends  of  the  bones  is  available  for  the 
bulging  into  it  of  the  anterior  parietal  bone.  This  was  pointed 
out  by  Sandstein  in  his  paper  on  "  Symphysiotomy,"  read  at 
this  Society  many  years  ago.  He  also  showed  that,  after 
division,  the  innominate  bones  rotated  not  only  outw^ards  but 
■downwards,  and  it  was  the  latter  movement  more  than  the  other 
which  increased  the  capacity  of  the  pelvis. 

The  operation  should  never  be  attempted  in  a  primipara, 
because  of  the  certainty  of  laceration  of  the  soft  parts,  nor  if 
the  conjugata  vera  is  below  3  ins.  The  pelves  which  are 
suitable  are  those  with  a  conjugata  vera  of  from  3  ins.  to  3|  ins., 
but  it  is  really  impossible  to  fix  an  upper  limit,  because  all 
'depends  on  the  amount  of  disproportion  between  the  child's 
head  and  the  pelvic  canal.  If  it  is  very  great,  Cajsarean  section 
should  be  the  operation  of  choice ;  if  less  mai'ked,  pubiotomy 
should  be  undertaken.  Hence  in  every  case  a  careful  estimation 
of  the  size  of  the  head  is  just  as  important  as  the  measurement 
of  the  pelvis.  In  every  case  the  operation  should  be  merely 
the  complement  of  the  forceps,  which  should  have  a  thorough 
trial  first.  In  my  first  case  they  were  not  applied,  because  I 
thought  they  would  prove  useless,  but  still  I  ought  to  have 
given  them  a  chance.  The  operation  to  secure  a  living  child 
which  competes  most  strongly  with  pubiotomy  is  the  induction 
of  premature  labour.  The  only  objection  to  this  procedure  is 
the  serious  foetal  mortality.  Eecent  statistics  show  that  from 
50  per  cent,  to  70  per  cent,  die  within  the  first  year  of  life 
(35  per  cent,  immediate  mortality),  and  the  maternal  mortality 
is  IJ  per  cent.,  whereas  among  Schauta's  last  50  cases  of 
pubiotomy  the  foetal  mortality  was  only  6  per  cent.,  and  the 
maternal  nil. 

In  a  larger  series  of  cases  undertaken  in  Germany,  recent 
statistics  show  a  maternal  mortality  of  4-4  per  cent.,  which  is 
just  the  same  as  the  mortality  from  high   forceps,  and  with 
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high  forceps  the  foetal  mortality  is  35  per  cent.  In  other 
words,  in  induction  of  labour  the  mother  has  a  slightly  better 
chance — Ih  per  cent,  mortality  against  4-4  per  cent.;  in  pubi- 
otomy  the  child  has  an  infinitely  better  chance — 6  per  cent, 
against,  say,  50  per  cent.  Another  very  important  point  is, 
that  cases  suitable  for  induction  of  labour  are  frequently  seen 
too  late,  especially  in  hospital  practice ;  they  are  admitted  in 
labour  or  just  before  it,  and  then,  if  forceps  fail,  it  is  too  often 
only  a  question  of  choosing  between  Cesarean  section  and 
craniotomy,  pubiotomy  being  left  out  of  account  altogether. 
As  a  matter  of  fact,  if  the  disproportion  between  head  and 
pelvis  be  not  very  great,  pubiotomy  is  really  the  operation 
of  election,  and  it  seems  to  me  that  it  would  be  much  easier  to 
get  the  consent  of  patient  and  friends  to  this  procedure  than 
to  that  which  sounds  so  much  more  alarming — Csesarean 
section.  As  a  matter  of  fact,  as  Munro  Kerr  says  in  his- 
excellent  chapter  on  pubiotomy,  if  cases  are  chosen  carefully, 
and  the  operation  done  in  hospital,  the  results  are  much  better 
than  from  Cesarean  section.  Although  the  number  of  cases 
suitable  for  pubiotomy  must  be  few,  too  many  such  end  in 
craniotomy — an  operation  which  has  a  maternal  mortality 
of  about  12  per  cent.,  and  a  morbidity  yet  higher — 22  per 
cent.  It  is,  of  course,  admitted  that  these  are  not  entirely 
to  be  attributed  to  the  operation,  but  very  frequently  to  the 
previous  conditions  which  indicated  the  craniotomy.  There- 
is  one  paragraph  in  Sir  Halliday  Groom's  exhaustive  paper 
on  "  Contracted  Pelvis,"  read  before  the  Edinburgh  Obstetrical 
Society  last  year,  with  which  I  do  not  entirely  agree.  He  says- 
that  in  the  case  of  a  multipara  who  has  had  a  child  sacrificed 
in  her  first  labour  or  induction  with  a  dead  child,  then, 
obviously,  on  the  next  occasion  the  election  would  be,  not 
with  pubiotomy,  but  rather  with  Csesarean  section  or  a  second 
induction.  He  says  pubiotomy  is  not  unassociated  with  grave 
maternal   risk   and  death.     Now,  to   my  mind,  these  are  just 
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the  cases,  especially  those  where  induction  has  previously 
been  carried  out  unsuccessfully,  in  which  pubiotomy  should 
be  considered.  If  a  case  is  suitable  for  induction  of  premature 
labour  it  is  suitable  for  the  operation  we  are  considering. 
Further,  one  can  scarcely  say  that  an  operation  is  attended 
by  grave  maternal  risk  when  the  most  recent  statistics  show  in 
a  series  of  50  cases  nob  a  single  maternal  death.  Pubiotomy 
should  never  be  done  in  a  septic  case,  and  some  authorities 
hold  it  should  never  be  undertaken  in  a  suspected  case ;  but 
others,  and  especially  Tweedy,  hold  that  in  such  it  is  prefer- 
able to  craniotomy,  since  the  mortality  in  doubtful  cases  is 
as  high  in  the  one  as  in  the  other,  with  the  enormous  advan- 
tage that  the  child  is  saved  by  pubiotomy.  Eouth,  too,  points 
out  that  pubiotomy  is  one  of  the  operations  which  have  been 
introduced  to  take  the  place  of  Csesarean  section  in  "suspected" 
cases.  He  emphasises  the  enormous  difference  in  the  operative 
mortality  of  Csesarean  section  as  applied  to  "clean"  and 
"suspected"  cases  respectively.  For  this  purpose  he  collected 
1282  cases,  and  found  a  death-rate  of  2-9  per  cent,  in  cases 
in  which  membranes  were  unruptured  at  the  time  of  operation, 
as  against  a  mortality  of  17-3  per  cent,  when  rupture  had 
already  occurred.  To  reduce  this  high  mortality  various  opera- 
tions have  been  carried  out,  and  pubiotomy  in  this  class  of 
cases  takes  its  place  along  with  Csesarean  hysterectomy  and 
extraperitoneal  hysterotomy. 

In  conclusion,  I  wish  to  thank  Dr  Sivright,  the  house 
surgeon,  for  his  valuable  assistance  at  the  operations,  for  his 
care  of  the  patients,  and  for  the  careful  notes  of  the  cases. 
Once  more  I  should  like  to  express  my  indebtedness  to  Dr 
Haultain  for  granting  me  the  opportunity  on  which  this  paper 
is  based. 


Dr    Fordyce   congratulated   Dr   Lackie   on   the    successful 
termination  of  his  cases.     Personally  he  had  no  experience  of 
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pubiotomy  further  than  assisting  at  cases.  Only  quite  recently 
pubiotomy  had  come  to  the  front  again,  and  certainly  if  one  got 
a  suitable  case  one  would  be  inclined  to  try  it.  One  statement 
made  by  Dr  Lackie  was,  curiously,  the  very  opposite  to  what 
he  had  been  told  in  Manchester  a  week  ago.  In  going  over 
St  Mary's  Hospital  and  talking  about  the  various  operations, 
Dr  Fothergill  told  him  that  it  had  been  found  after  investiga- 
tion that  the  mortality  of  infants  born  after  the  induction  of 
premature  labour  was  very  much  less  than  that  of  ordinary 
infants  under  5  years  of  age.  This  was  probably  due  to  the 
greater  care  bestowed  on  premature  infants.  The  difference 
was  enormously  in  favour  of  premature  labour.  The  explana- 
tion given  was  that  the  mothers  took  much  greater  care  of 
premature  weakly  children  than  of  ordinary  children. 

Dr  Kcppie  Paterson  asked  Dr  Lackie  where  he  got  his  35 
per  cent,  mortality  in  premature  labour.  Personally  he  had 
done  several  cases  in  private,  and  out  of  about  fourteen  cases  of 
induced  labour  he  had  lost  two  children ;  the  others  were  still 
living.  Thirty-five  per  cent,  immediate  mortality  was  very 
high,  he  thought,  and  did  not  see  why  it  should  be  so  high. 
In  most  cases  it  was  done  in  second  labours ;  very  rarely  one 
recognised  a  sufficiently  small  pelvis  to  advise  premature  labour 
in  primiparae.  In  two  cases  where  he  had  advised  it  at  the 
eighth  month,  the  patients  took  fright  and  brought  off 
premature  labour  quite  properly. 

Dr  Young  expressed  his  gratitude  to  Dr  Lackie.  He  had 
mentioned  a  case  which  he  (Dr  Young)  had  reported  to  the 
Society  in  February ;  that  was  an  example  of  contraction  of  the 
pelvic  outlet,  and  was  in  every  way  successful.  After  hearing 
Dr  Lackie's  series  of  cases,  one  felt  there  must  be  something  of 
value  in  the  operation.  It  was  somewhat  surprising  that  in 
neither  the  Edinburgh  nor  the  London  School  had  this  opera- 
tion found  a  place  amongst  the  means  used  in  attacking  the 
vexed  question  of  pelvic  contraction.     He  would  refer  to  one  or 
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two  points.  Firstly,  separation  in  Dr  Lackie's  cases  did  not  occur 
immediately  after  section  of  the  bone.  That  was  especially 
interesting  because  entirely  contrary  to  what  was  described. 
That  this  was  so  was  not  only  proved  by  clinical  experience  but 
by  the  experience  of  Sandstein,  who  found  that  these  displace- 
ments occurred  at  once  after  dividing  the  bony  tissue.  As  had 
been  proved,  pubiotomy  gave  disastrous  results  where  the  cases 
were  not  carefully  selected.  Secondly,  Dr  Lackie  said  where 
one  did  not  get  sufficient  expansion  of  the  pelvic  inlet,  one  might 
obtain  a  sufficient  expansion  by  placing  the  patient  in  the 
Walcher  position.  He  (Dr  Young)  wondered  how  much  truth 
there  was  in  that.  It  seemed  to  him,  if  it  was  true  that  this 
rotation  downwards  of  the  anterior  portion  of  the  pelvis 
occurred,  and  if  it  was  also  true  that  the  increase  in  the 
Walcher  position  was  produced  by  the  same  kind  of  move- 
ment, that  it  was  almost  inevitable  that  the  Walcher  position 
would  only  give  a  very  immaterial  increase  in  size  after  the  safe 
limit  of  displacement  by  virtue  of  the  pubiotomy  had  been  reached. 
Any  additional  displacement  such  as  the  Walcher  posture  might 
give  would  be  attended  with  danger.  Again,  Dr  Lackie  referred 
to  the  mortality  of  pubiotomy  and  gave  it  as  4  to  5  per 
cent.  Whitridge  Williams  reported  25  cases  a  few  years 
ago  and  since  then  10  others,  making  35  cases,  without 
a  single  death.  He  had  come  to  the  conclusion  that  the 
mortality  was  not  more  than  2  to  3  per  cent.  Now  these  data 
were  of  very  great  importance,  because,  as  one  knew,  the 
operation  which  competed  most  vigorously  with  pubiotomy 
was  Cesarean  section ;  in  Csesarean  section  it  was  proved  that 
in  selected  cases,  that  is  where  one  could  carry  out  the  opera- 
tion before  labour,  or  at  any  rate  before  rupture  of  the 
membranes,  the  mortality  was  not  more  than  2-9  per  cent.  Dr 
Lackie  was  opposed  to  puljiotomy  in  primiparas,  because  then 
the  patient  was  subjected  to  a  very  great  risk,  because  of  the 
very  great  danger  of  lacerating  the  soft  parts.     In   this  respect 
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Dr  Lackie  crossed  swords  with  Whitridge  Williams.  He  (Dr 
Young)  agreed  with  Dr  Lackie  in  this  respect,  for  until  an 
individual  operator  had  considerable  experience  with  pubiotomy, 
Csesarean  section  must  remain  the  operation  of  choice  in  such  a 
case  as  was  being  discussed, 

Dr  Armour  also  thanked  Dr  Lackie  for  his  paper,  and  asked 
whether  in  applying  the  forceps  before  doing  pubiotomy  he  put 
the  patient  in  Walcher's  position,  and  if  he  got  any  good  from 
Walcher's  position  before  he  did  the  operation.  As  regards 
the  legal  point  upon  which  Dr  Lackie  asked  the  Society's 
opinion,  he  would  say  that  the  law  required  that  a  woman 
should  call  in  aid  of  some  kind,  and  that  when  once  she  called 
a  doctor,  the  law  would  require  her  to  follow  that  doctor's 
advice.  It  was  quite  evident  that  the  law  required  that  as 
much  on  the  child's  account  as  on  the  mother's ;  and  if  that 
advice  was  set  aside  with  the  deliberate  purpose  of  destroying 
the  child,  it  seemed  as  if  the  law  would  have  something  to  say. 

Dr  R.  W.  Johnstone  was  interested  in  Dr  Young's  remark 
that  Dr  Lackie  used  Walcher's  position  afterwards.  Dr  Young 
did  not  refer  to  the  fact  that  one  got  separation  of  the  bones 
by  Walcher's  position,  but  that  one  also  got  a  certain  amount 
of  diminution  of  the  pelvic  outlet.  That  was  advanced  by 
Meyer  of  Berlin.  The  diminution  at  the  outlet  was  very 
much  less  than  the  gain.  He  (Dr  Johnstone)  remembered 
one  case — one  of  those  to  which  Dr  Fordyce  referred,  when 
assisting  Dr  Barbour — where  the  bones  did  not  separate  at 
once,  and  after  a  considerable  pulling  on  the  forceps  there 
was  a  bang  like  a  pistol  shot.  That  patient  made  a  good 
recovery  and  was  able  to  walk  freely  afterwards. 

Dr  Cameron  asked  if  Dr  Lackie  would  recommend   pre- 
mature labour  where  one  had  the  measurements  of  the  patient. 
Would  he  do  the  operation  as  he  would  premature  labour  in 
a  case  where  he  had  the  measurements  in  his  pocket  ? 
Dr  Lackie  said  no,  he  did  not  think  so. 
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The  President  thanked  Dr  Lackie  for  his  paper.  The 
question  of  the  mother's  wishes  raised  a  very  interesting  point. 
As  to  whether  the  mother  was  to  be  permitted  to  dictate- 
he  did  not  think  that  one  could  operate  upon  any  one 
without  their  consent.  One  could  not  ask  the  child's  consent, 
and  the  mother's  consent  must  be  obtained.  The  question 
<jf  pubiotomy  was  extremely  interesting.  His  feeling  was 
that  one  should  never  do  a  pubiotomy  unless  the  head  was 
above  the  brim.  Even  if  one  pushed  the  head  through,  one 
could  not  be  sure  of  getting  a  living  child.  It  was  an 
operation  which  was  an  assistance  to  forceps;  if  the  child's 
head  would  not  go  through,  then  pubiotomy  was  an  excellent 
operation  for  saving  the  child.  It  was  an  operation  which 
•could  be  done  when  the  chances  of  premature  labour  were 
past.  A  great  deal  of  confusion  existed  as  regards  premature 
labour;  personally  he  did  not  think  it  was  justifiable  earlier 
than  three  weeks  before  full  term.  Then  the  question  of 
inlet  and  outlet  had  to  be  taken  into  account.  Dr  Lackie 
said  there  was  an  increase  of  half  an  inch  in  the  conjugate 
after  pubiotomy,  also  half  an  inch  by  using  Walcher's  position 
—  1  inch  in  all.  The  President  entirely  disagreed.  If  one 
did  pubiotomy  one  did  not  need  Walcher's  position ;  one  got 
no  more  by  pubiotomy  than  one  got  by  Walcher's  position. 
The  great  advantage  of  pubiotomy  was  the  increase  in  the 
transverse  and  conjugate  at  the  outlet;  it  was  an  ideal 
operation  for  outlet  contraction.  As  regards  Csesarean  section 
coming  into  competition,  that  operation  could  only  be  done 
with  safety  in  an  hospital  or  well-appointed  house;  while 
Walcher's  position  could  be  employed  under  any  circumstances. 
Dr  Lackie  had  shown  the  comparative  safety  of  pubiotomy 
in  carefully  selected  cases. 

Dr  Lamond  Lackie,  in  reply,  said  that  with  regard  to  Dr 
Fordyce's  figures  relating  to  children  after  premature  labour, 
he  could  offer  no  explanation.     Dr   Keppie   Paterson   would 
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find  the  statistics  he  had  quoted  iu  Dr  Munro  Kerr's  book 
on  Obstetrics,  1911.  Dr  Young  referred  to  the  question  of 
the  bone  separating.  Some  authorities  said  that  the  bones- 
did  not  separate  until  the  head  entered  the  brim.  And 
that  certainly  was  the  case  in  his  three  cases.  Absolutely  no- 
separation  took  place  till  the  forceps  were  inti'oduced  and  the 
head  brought  through,  when  the  gap  could  then  be  felt.  The- 
point  with  regard  to  Walcher's  position  had  occurred  to  him.. 
It  was  very  interesting  to  notice  whether  one  got  a  gain 
of  an  inch,  as  is  mentioned  by  Kerr  and  Tweedie — half  an 
inch  increase  in  the  conjugate  from  the  operation,  and  half 
an  inch  from  Walcher's  position.  If  one  tried  AValcher's 
position  and  failed  to  get  the  child  through,  and  then  did 
the  operation  and  effected  delivery,  something  must  have  been 
gained — otherwise,  pubiotomy  could  be  of  no  value  at  all. 

The  President. — Bulging  of  the  head  into  the  gap  might 
take  place. 

Dr  Lachie  said  that  must  be  extremely  slight. 

Dr  E.  W.  Johnstone  asked  if  Dr  Lackie  did  the  operation 
in  Walcher's  position. 

Dr  Lackie  replied  that  he  did.  One  got  more  drop  of 
the  symphysis  iby  pubiotomy  +  Walcher's  position.  Dr  Young 
referred  to  the  statistics  of  4-4  per  cent. ;  that  percentage 
was  out  of  many  hundreds  of  cases,  whereas  Williams'  2-3 
per  cent,  was  out  of  a  small  number. 

The  Fresidcnt  said  one  would  not  do  the  operation  unless 
the  head  was  in  the  brim. 

■  Dr  Lackie  differed,  and  said  in  his  three  cases  the  head  could 
be  moved  freely  above  the  brim.  If  the  disproportion  between 
the  head  and  the  pelvis  was  very  great  one  would  not  attempt 
a  pubiotomy. 
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Vir.  NOTE  ON  AN  UNUSUAL  CAUSE  OF  PAIN 
IN  THE  BACK 

By  J.  Lamond  Lackie,  M.D.,  F.R.C.P. 

Pain  in  the  back  is  such  a  common  complaint  in  gynaecological 
disease  that  one  is  not  surprised  when  it  is  mentioned  as  one 
of  the  symptoms  in  nearly  every  abnormal  condition  in  the 
pelvis.  It  is  not  my  intention  to  discuss  the  innumerable 
causes  of  pain  in  the  back,  nor  to  endeavour  to  explain  the 
impossible,  the  reason  for  its  existence  and  its  frequency.  I 
wish  simply  to  state  a  case  in  which  pain  in  the  back  was  the 
only  symptom  of  which  the  patient  complained,  and  in  which 
the  cause,  though  most  obscure  at  first,  proved  to  be  the  very 
rarest  that  could  be  met  with. 

Mrs  M.,  aet.  60,  came  to  see  me  in  September  1911,  com- 
plaining of  a  gradually  increasing  pain  in  the  back.  It  had 
commenced  in  spring,  and  had  been  getting  worse  all  summer, 
till  in  September  it  was  so  overpow^ering  that  she  could  move 
about  only  with  great  suffering.  On  examination  very  little 
abnormal  could  be  made  out.  The  uterus  was  somewhat 
enlarged,  was  retroverted,  and  lying  somewhat  low  in  the 
pelvis.  The  displacement,  however,  could  not  be  considered 
abnormal  at  the  age  of  60,  but  in  order  to  exclude  it  as  a 
possible  cause  I  replaced  the  uterus  and  introduced  a  pessary. 
Curiously,  next  day  the  patient  said  she  felt  very  much 
better,  and  on  the  following  day  she  left  the  nursing  home 
and  travelled  to  Argyllshire.  Two  days  later  she  telegraphed 
that  the  pain  was  unbearable,  and  requested  me  to  send  her  a 
sedative.  Heroin  was  sent,  but  the  necessarily  small  doses 
I  ordered  had  little  effect  in  alleviating  the  suffering.  AYithin 
a  week  she  was  back  in  a  nursing  home  here,  and  once  again 
one  tried  to  discover  the  cause  of  the  great  pain,  which  seemed 
to  continue  without  intermission.     Day  after  day  Mrs  M.  was 
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carefully  watched  by  skilled  nurses,  who  assured  me  there  was 
no  doubt  about  the  acuteness  of  her  suffering.  Both  day  and 
night  were  spent  in  misery.  Very  soon  full  doses  of  heroin 
and  later  of  onmopon,  were  necessary,  and  if  these  were 
withheld  the  suffering  was  described  as  agonising.  Iodide  of 
potassium  was  given  in  large  doses,  and  every  possible 
analgesic  of  the  coal  tar  series  was  tried,  but  all  with  no 
effect.  It  was  not  till  after  fourteen  days  that  one  realised 
that  the  pain  must  be  due  to  something  in  the  spine  itself, 
and  at  this  stage  I  asked  Dr  Gulland  to  see  the  patient  with 
me.  He  agreed  that  the  case  was  one  of  either  severe  neuralgia 
or  one  of  malignant  disease  of  the  sacrum,  and  advised  that  a 
skiagram  be  taken.  This  was  done  by  Dr  Price,  and  the 
photograph  indicates  disease  of  the  upper  part  of  the  sacrum. 
It  was  concluded  by  Dr  Price  aud  Dr  Gulland  that  there  was 
probably  a  sarcoma  of  the  bone,  and  this  view  proved  correct. 
For  many  weeks  the  patient  remained  in  Edinburgh,  being 
confined  to  bed,  requiring  increasing  doses  of  morphia  to 
control  her  suffering.  In  December  she  was  moved  to  London, 
but  before  this  it  was  possible  to  detect  externally  a  marked 
fullness  of  the  bone  on  the  right  side,  while i^er  vaginam  nothing 
of  the  tumour  could  be  felt.  In  London  Mrs  M.  became 
gradually  more  and  more  emaciated  and  weaker,  while  the  pain 
never  lessened.  Treatment  by  radium  was  carried  out,  but 
I  understand  it  had  absolutely  no  effect.  She  died  on  23rd 
January  1912  with  unmistakable  signs  of  a  secondary  deposit 
in  the  bi'ain,  but  there  was  no  localising  evidence.  Her  doctor 
wrote  me  that  the  swelling  on  the  right  side  of  the  sacrum  had 
become  more  pronounced  as  time  went  on,  but  not  to  any 
great  extent. 

Although  secondary  deposit  of  sarcoma  and  cancer  occur 
fairly  frequently  in  the  spine,  primary  sarcoma  of  the  vertebral 
column  is  very  rare,  and  especially  so  in  the  sacrum.  It  is  for 
this  reason  that  I  venture  to  record  tlie  case.     It  is  not  strictly 
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gynaecological,  but  the  main  and  only  symptom  was  the 
commonest  of  which  women  complain  in  pelvic  disorders,  and 
it  may  be  well  to  remember  the  remote  possibility  of  this 
pathological  condition  in  cases  of  otherwise  unexplainable 
"  pain  in  the  back." 
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Meeting  VII.— May  11,  1912. 

Conjoint  meetinrj  with  the  Glasgotv  Obstetrical  and  Gyncecological 
Society,  to  consider  the  probable  effects  of  the  "  Maternity  Benefit  "' 
clauses  of  the  National  Insurance  Act  upon  obstetrical  teaching 
and  2yractice  in  Scotland. 

I)r  Haig  Ferguson,  President,  in  the  Chair. 

The  Secretary  announced  apologies  from  Professor  Stephen- 
son, Aberdeen;  Dr  Alexander  Trotter,  Perth;  Dr  CiiUen,  St 
Boswells;  Dr  Philip;  Dr  M'Kenzie  Johnstone;  Dr  Leslie, 
Alloa. 


The  President  read  the  letters  of  apology  from  Professor 
Stephenson  and  from  Dr  M'Kenzie  Johnstone. 

The  President,  in  his  opening  statement,  expressed  his 
pleasure  in  welcoming  so  large  a  number  of  medical  men,  many 
of  whom  must  have  come  at  considerable  inconvenience. 
]>efore  entering  upon  the  subject  matter  that  had  brought 
them  together  that  day,  he  must  express  their  gratitude, 
firstly,  to  the  Eoyal  College  of  Physicians  for  permitting 
them  to  meet  in  their  Hall ;  and,  secondly,  to  the  Edinburgh 
Medico  -  Chirurgical  Society  for  postponing  their  clinical 
meeting  at  the  Infirmary  that  afternoon,  in  order  to  allow 
as  many  as  possible  to  attend  the  Meeting. 

The  Council  of  the  Edinburgh  Obstetrical  Society  had  con- 
vened the  present  Meetnig  in  conjunction  with  the  Glasgow 
obstetricians  and  others,  for  the  purpose  of  considering  a 
threatened  grave  development  which  was  an  outcome  of  some 
of  the  measures  of  the  National  Insurance  Act.  By  these 
measures  tlic  future  of  the  teaching  and  practice  of  obstetrics 
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Avas  endangered,  and  the  well-being  of  succeeding  generations 
Avas  in  danger  of  being  jeopardised,  as  he  hoped  to  show. 

He  would  shortly  bring  before  them  the  propositions  in  the 
Act  to  which  he  referred.  They  were  three  in  number,  and 
3'an  as  follows  : — 

I.  Under  the  National  Insurance  Act,  every  expectant 
mother,  married  or  unmarried,  who  came  under  the  sphere  of 
the  Act  received  30s.  as  a  Maternity  Benefit ;  the  30s.  to  cover 
medical  benefits  during  the  confinement. 

II.  The  mother  had  the  right  to  decide  whether  she  would 
be  attended  (1)  by  a  duly  qualified  medical  practitioner,  or  (2) 
by  a  duly  certified  midwife,  and  was  to  have  a  free  choice  as  to 
the  doctor  or  midwife  who  should  attend  to  her. 

III.  If  she  went  to  any  Hospital  supported  by  voluntary 
subscriptions  or  charity,  the  Hospital,  Home,  or  Infirmary 
might  have  the  benefit  of  the  maternity  allowance  to  help  to 
defray  the  cost  of  her  maintenance  therein. 

In  respect  to  the  first  yroyosition,  it  might  be  noted  that 
with  regard  to  the  women  who  would  receive  benefit  under  this 
provision,  the  upper  limit  was  clearly  marked — £160  a  year  of 
income.  The  lower  limit  was  less  clear,  and  the  impression 
had  hitherto  been  that  there  would  be  a  large  number  of  women 
in  the  very  lowest  classes  of  society  from  whom  ample  teaching 
material  would  still  be  available  for  hospitals  and  dispensaries. 
In  this  connection,  on  his  friend  Mr  Hodsdon's  advice,  he 
wrote  to  the  Scottish  Insurance  Commissioners,  and  received 
the  following  letter,  which,  to  his  mind,  indicates  that  the 
number  thus  available  will  be  very  small  indeed,  and  to  be 
found  probably  chiefly  in  the  vagrant  class,  and  in  a  certain 
limited  number  of  illegitimate  cases. 

The  following  is  the  letter  which  he  received  from  the 
Insurance  Commissioners : — 
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National  Health  Insueance 

Commission  (Scotland), 
42  Frederick  Street,  Edinburgh, 
30th  April  1912. 
"  Sir, 

"  I  am  directed  by  the  Scottish  Insurance  Commis- 
sioners to  inform  you,  with  reference  to  your  letter  of  the  25th 
inst.,  that,  generally  speaking,  all  persons  engaged  in  manual 
labour  whatever  their  earnings,  and  all  engaged  in  non-manual 
labour  whose  remuneration  does  not  exceed  £160  a  year,  will 
be  compulsorily  insured,  while  it  is  anticipated  that  a  large 
number  of  persons  will  insure  voluntarily  under  the  Act. 
Maternity  benefit  consists  of  a  payment  of  30s.  (in  cash  or 
otherwise  at  the  discretion  of  the  authority  administering  it), 
and  all  insured  persons  will,  subject  to  the  provisions  of  the 
Act,  be  entitled  to  it,  as  follows : — 

"  (1)  Every  insured  man  will  be  entitled  to  maternity  benefits 
in  respect  of  each  confinement  of  his  wife ; 

"  (2)  Where  the  widow  of  an  insured  man  has  a  posthumous 
child,  she  will  be  entitled  to  receive  the  benefit  in  respect  of  her 
late  husband's  insurance ; 

"  (3)  Maternity  benefit  will  be  payable  to  every  insured 
woman  unless  she  is  the  wife,  or  in  the  case  of  a  posthumous 
child,  the  widow  of  an  insured  man,  in  which  circumstances  the 
benefit  will  be  given  in  respect  of  the  husband's  insurance  only. 

"For  the  chief  general  provisions  of  the  Act  relating  to 
Maternity  Benefit,  reference  may  be  made  to  Sections  8  (I) 
(d),  8  (I)  (c),  14  and  18. 

"  I  am,  sir,  your  obedient  servant, 

"H.  C.  D.  Phaser, 

*^  Assistant  Secretary." 

With  regard  to  the  second  proposition,  it  will  be  noticed 
that  the  woman  has  only  two  options  in  the  choice  of  her 
attendance.  The  certified  midwife  does  not  so  far  exist  in 
Scotland ;  when  she  does  exist,  she  may  probably  be  pre- 
ferred to  a  qualified  medical  practitioner,  as  her  fee  will  be 
smaller. 
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It  ^vill  also  be  clear  that  dispensary  practice  in  its  mid- 
wifery department  will  cease  to  exist,  and,  further,  that  a  new 
race  of  practitioners,  i.e.  certified  midwives  will  arise  in 
Scotland. 

From  the  third  2'>ro2)Ositio7i  it  is  self-evident  that  if  the 
Hospital  is  granted  the  30s.  for  its  care  of  the  woman,  the 
latter  stands  to  lose  more  money  than  if  she  remained  at 
home  and  chose  her  own  attendant  (assuming  the  doctor's  fee 
to  be  a  guinea  and  the  midwife's  less);  consequently,  Hospitals 
will  probably  only  be  resorted  to  in  critical  or  abnormal  cases, 
or  where  non-payment  of  contributions  has  resulted  in  the  loss 
of  maternity  benefit.  This  is  still  more  strongly  brought  out 
under  the  Model  Eules  recently  issued  by  the  English  Insur- 
ance Commissioners  {British  Medical  Journcd  Swpvhriic'nt,  16th 
March  1912,  p.  316).  Paile  IV.  says — "A  member  of  an 
Approved  Society  shall  not  be  entitled  to  maternity  benefit  in 
respect  of  his  wife,  if  she  is  an  inmate  of  any  of  the  Institutions 
mentioned  in  the  rule  relating  to  Hospitals." 

Of  course  local  authorities  had  the  power  to  order  the 
removal  of  patients  to  Hospital,  but  only  if  the  sanitary  condi- 
t'ons  of  their  dwellings  made  it  imperatively  necessary.  Mid- 
wives  also  could,  under  the  provisions  of  the  Midwives'  Act, 
call  in  a  doctor  in  a  difficulty  (Sec.  18  (1)),  the  fee  being 
recoverable,  subject  to  the  Insurance  Commissioners,  as  part  of 
the  maternity  benefit. 

AVithout  dispensary  practice,  and  with  such  restricted 
hospital  facilities,  the  effective  practical  teaching  of  obstetrics 
to  students,  nurses,  and  midwives  would  be  impossible. 

This  was,  therefore,  a  grave  question  for  all  medical  schools, 
because,  if  efficient  teaching  in  obstetrics  could  not  be  given,  all 
departments  in  the  schools  would  suffer.  A  medical  qualifica- 
tion stood  upon  three  foundations :  medicine,  surgery,  and 
midwifery ;  if  any  one  of  these  foundations  was  knocked  away^ 
the  whole  structure  would  manifestly  collapse. 
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Having  briefly  put  before  the  Meeting  the  outlines  of  the 
serious  difficulties  entailed  by  the  Maternity  Clauses  of  the 
Act,  the  President  passed  to  consider  how  they  could  best  be 
met  and  remedied,  that  being  the  purpose  for  which  they 
had  been  called  together. 

They  were  anxious  to  obtain  the  views  not  only  of  teachers, 
but  of  the  general  practitioner,  on  this  momentous  question. 
After  obtaining  these  views,  and  freely  discussing  them,  some 
•definite  conclusion  must  be  come  to  as  to  what  practical,  efficient 
remedy  ail  were  agreed  upon. 

In  the  discussion  the  political  element  must  be  entirely 
left  out.  They  were  here  to  take  a  broad  view  of  a  national 
need,  and  party  feeling  must  be  kept  in  the  background. 

Sir  J.  Halliday  Croom  said  he  thought  in  the  first  place 
that  gratitude  should  be  expressed  to  the  Chairman  for  the 
excellent  resume  he  had  given  of  this  very  important  subject, 
and  for  the  very  clear  and  lucid  manner  in  which  he  liad 
stated  it.  He  quite  agreed  that  the  discussion  should  be 
preserved  purely  on  the  lines  of  obstetrics  and  without  any 
political  bias. 

He  thought  that  the  matter  might  be  looked  at  from  two 
or  three  points  of  view — firstly,  from  the  patient's ;  secondly, 
from  the  general  practitioner's ;  and,  thirdly,  from  the  teacher's. 
He  did  not  think  it  was  possible  to  separate  these  three  parts 
from  one  another ;  they  must  be  discussed  as  a  whole. 

Naturally,  he  would  like  to  draw  attention  to  the  teaching 
side  of  the  question.  It  was  too  late  in  the  day  to  discuss  the 
importance  of  the  clinical  teaching  of  midwifery;  everyone 
must  recognise  it,  for  midwifery  was  the  main  part  of  the 
general  practitioner's  work,  and  therefore  it  was  out  of  the 
question  altogether  to  discuss  the  necessity  for  knowing  the 
subject  thoroughly. 

He  wished  to  draw  attention  to  the  sources  from  which  the 
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clinical   material   in    this   city   was   obtained.      Material   was 
drawn  from  two  special  sources. 

(1)  The  Maternity  Hospital,  from  both  the  interne  and 
•externe  departments. 

ilrstly,  the  Interne.  Taking  last  year,  there  were  590 
cases  in  the  interne  department.  A  curious  and  interesting 
fact  worth  noting  was  that  whereas  ten  years  ago  the  great 
bulk  of  the  patients  were  unmarried  women,  nowadays  there 
were  exactly  as  many  married  as  single ;  so  that  the  Edinburgh 
Maternity  Hospital  was  getting  more  and  more  popular  every 
day  with  married  women. 

From  the  Externe  source  there  were  two  channels  by 
which  cases  came — (1)  from  the  externe  source  itself,  and  (2) 
from  the  Leith  branch.  From  these  two  sources  1400  cases 
a  year  were  oljtained.  Therefore,  from  the  two  departments 
together,  the  externe  and  interne,  there  were  2000  patients 
annually.  The  curious  fact  with  regard  to  the  externe  depart- 
ment was,  that  whereas  in  the  interne  there  was  an  equal 
division  of  single  and  married  women,  in  the  externe  there  were 
14  per  1000  of  single  women,  nearly  all  being  married  women. 

(2)  Dispensaries. — There  were  seven  dispensaries  in  Edin- 
burgh, including  the  Hospice,  which  together  yielded  nearly 
1100  patients  in  the  year.  Some  of  the  dispensaries  and 
institutions,  however,  did  not  teach  students,  and  therefore  the 
numbers  might  be  reduced  to  900.  Eo uglily,  1100  cases  were 
obtained  from  these  dispensaries,  300  of  which  might  not 
always  be  available.  They  had,  therefore,  altogether  something 
like  3000  patients  available  for  clinical  teaching,  and  supposing 
they  took  300  off,  they  were  left  with  2700  cases  only  for 
teaching  in  this  city. 

How  did  the  matter  stand  further  ?  The  General  Medical 
Council  demanded  that  every  student  should  attend  20 
cases  of  midwifery  and  have  them  under  his  own  special 
control.      The   Certified   Midwives   Act    insisted    that    every 
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nurse  who  wanted  a  qualification  must  attend  20  cases. 
Therefore  the  question  was  how  many  midwives  had  they  and 
how  many  students  ?  Last  year  they  had  155  students  and 
72  nurses,  making  227  pupils  altogether;  consequently,  they 
had  to  provide  20  cases  for  each  of  these  227  pupils  out  of 
2700  cases.  The  thing  was  impossible  !  They  could  only,  as 
a  matter  of  fact,  suj)ply  11  cases  for  each  of  these  midwifery 
pupils,  and  therefore  they  were  not  following  out  the  injunc- 
tions of  the  General  Medical  Council  at  all,  and  only  existed 
according  to  their  favour. 

That  was  exactly  the  way  they  stood  in  this  city.  In 
London,  in  the  large  hospitals,  there  were  some  400  students  and 
generally  12,000  women;  therefore  in  London  they  could  each 
get  30  cases,  whereas  here  they  could  only  give  each  11.  The 
consequence  was  that  a  great  many  went  elsewhere  for  their 
jDractical  training. 

If  that  were  the  difficulty  now,  what  would  be  the  difficulty 
afterwards  ?  If  they  could  scarcely  get  sufficient  material  for 
nurses  and  students  at  present,  what  would  be  the  condition 
when  the  Act  came  into  force  six  months  hence  ? 

In  the  first  place,  as  the  Chairman  had  so  well  put  it,  it 
will  stop  all  dispensary  work,  because  what  sensible  woman 
would  ever  dream  of  having  an  untrained  medical  student  when 
she  can  have  a  licensed  practitioner  to  attend  her  ?  At  the 
present  moment  patients  had  the  choice  either  of  a  certified 
midwife  or  doctor.  In  this  country  there  were  no  certified 
midwives,  and  the  medical  practitioners  had  the  work  entirely 
in  their  own  hands,  and  the  women  could  demand  the  attend- 
ance of  a  properly  qualified  practitioner  whenever  wanted. 

Then  as  regards  hospitals.  No  woman  would  go  into  a 
hospital  at  all.  There  was,  and  always  had  been,  a  prejudice 
against  maternity  hospitals  in  Scotland,  although  now  it  was 
less  than  it  had  been ;  still  it  remained  a  fact  that  many  women 
had   a  dislike  to  a  maternity  hospital.     Even  supposing  that 
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they  offered  a  bribe  to  attract  patients  into  hospital,  which 
would  not  of  course  be  right,  still  the  position  was  an  impossible 
one ;  because  when  the  Act  came  into  force  there  would  be  no 
maternity  hospital.  No  sane  man  would  be  taxed  and  sub- 
scribe to  a  maternity  hospital  too  ! 

He  would  conclude  by  saying  that,  on  the  face  of  it,  this 
Bill  was,  from  a  eugenic  point  of  view,  a  good  one — it  put  a  pre- 
mium on  child-bearing  and  encouraged  the  propagation  of  the 
species,  and  therefore  from  that  point  of  view  it  was  all  that 
was  to  be  desired.  But  did  it  really  do  this  ?  It  did  no  such 
thing,  but  quite  the  opposite.  In  the  next  generation  these 
women  who  were  getting  this  benefit  would  be  treated  by 
incompetent  practitioners,  and  the  foetal  mortality  would 
therefore  rise  very  considerably. 

In  the  interests  of  the  teaching  bodies,  the  future  practi- 
tioners, and  the  future  nurses,  the  sooner  they  approached  the 
Commissioners  on  this  subject  the  better,  and  he  hoped  this 
Meeting  would  come  to  some  very  definite  decision  and  go 
forward  and  press  for  some  drastic  measures. 

Br  Munro  Kerr  (Glasgow)  said  he  was  unable  to  make  up  his 
mind  how  this  Bill  was  going  to  alfect  hospitals  and  obstetrical 
teaching.  It  was  quite  possible  it  might  harm  the  general 
practitioner,  but,  on  the  other  hand,  patients  might  go  into 
hospital  and  be  attended  there  by  paying  a  small  sum  agreed 
upon  by  the  hospital  authorities. 

The  President  remarked  that  payment  would  be  made  to  any 
dependents  of  the  patient  if  she  went  to  hospital. 

JDr  Munro  Kerr  replied  he  understood  that,  but  it  was 
quite  possible  to  deal  with  the  Commissioners. 

Br  Buist  (Bundee)  said  he  should  also  have  preferred  to  hear 
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what  others  had  to  say  before  he  spoke.  It  seemed  to  him  that 
they  had  to  face  a  difficult  situation,  and  if  they  could  make 
any  suggestions  to  the  Commissioners  which  would  in  any  way 
help  them  out  of  it,  so  much  the  better. 

He  thought  the  questions  of  women  outside  hospital  and 
those  inside  hospital  needed  to  be  considered  separately. 

If  the  woman  was  outside  hospital,  then  her  maternity 
benefit  was  not  suspended  and  it  could  be  used.  The  question 
would  then  come  to  be  whether  the  practice  of  the  hospitals 
would  fulfil  the  technical  requirements  of  the  Act;  whether 
they  could  arrange  the  practice  of  the  hospital  so  that 
it  could  be  construed  as  "  attendance  by  a  registered 
practitioner." 

As  far  as  their  experience  in  Dundee  was  concerned,  every 
patient,  whether  attended  by  a  student  or  a  nurse,  was  seen  at 
some  stage  by  the  Eesident-in- Charge ;  and  he  thought  it  was 
possible  that  in  that  way  they  might  be  able  to  satisfy  the 
technical  requirements  that  the  attendance  was  given  by  a 
registered  practitioner.  It  seemed  to  him  possible  that  if  some 
system  could  be  developed  in  which  the  student  worked  in 
close  contact  with  a  registered  practitioner,  the  hospitals  might 
have  a  sphere  in  attending  the  women  without  any  forfeiture 
of  the  maternity  benefit. 

With  regard  to  those  who  went  into  hospital,  of  course,  the 
maternity  benefit  was  suspended ;  if  a  woman  was  an  insured 
person,  she  not  only  obtained  sickness  but  also  her  maternity 
henefit.  In  hospital  both  are  suspended.  Now,  it  was  perhaps 
worth  while  considering  what  happened  to  that  money  set  aside 
for  her.  It  went  into  the  funds  of  the  approved  Society  of  which 
she  was  a  member.  He  thought  it  was  possible  that  some 
scheme  might  be  developed,  and  an  understanding  come 
to  between  the  hospitals  and  the  societies  to  arrange  that 
an  equivalent  use  of  this  suspended  benefit  might  be  made. 
So  far  as  he  could  see,  it  was  by  some  arrangement  of  that  kind 
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that  they  were  likely  to  arrive  at  some  constructive  principle 
which  might  protect  the  maternity  hospitals. 

There  was  another  very  serious  matter,  so  far  not  mentioned. 
That  was  that  the  services  which  they  gave  from  these  hospitals 
had  so  far  been  rendered  for  the  reason  that  these  women  were 
not  financially  in  a  position  to  pay  for  skilled  attendance. 
Now,  under  the  Act  the  women  were  provided  with  a  grant 
for  the  purpose  of  paying  for  skilled  attendance.  He 
thought  it  was  a  question  for  very  serious  consideration  how 
far  the  hospitals  were  justified  in  competing  with  the  general 
practitioner  for  this  attendance — whether  they  were  entitled  to 
offer  an  entirely  charitable  service  as  against  the  charge  which 
the  practitioner  would  make.  Having  made  these  three 
suggestions  he  would  wait  developments. 

Professor  Kyiioch  {Dundee)  said  he  had  not  much  to  say, 
except  from  the  teacher's  point  of  view,  referred  to  by  Sir 
Halliday  Groom.  They  had  in  Dundee  a  much  smaller  number 
of  students,  and  the  difficulty  was  therefore  not  so  great  as  in 
the  larger  schools,  but  it  seemed  to  him  that  what  they  had  to 
do  was  to  come  to  some  arrangement  with  the  general 
practitioner.  He  was  the  man  who  would  be  called  upon  to 
teach  the  student,  and  it  seemed  quite  impossible  that  he  could 
do  that  in  such  a  way  that  the  attendances  would  be  recognised 
by  the  Council  for  purposes  of  qualification.  In  small  schools 
it  was  easy  for  the  Eesident  to  attend  and  see  the  case,  but  not 
so  easy  in  the  larger  schools.  It  seemed  to  him  that  as  far  as 
the  success  of  the  teaching  was  concerned,  the  two  points  were : 
either  to  see  that  the  attendance  which  was  now  given  to  the 
women  by  our  students  was  supervised;  or,  that  some  definite 
understanding  was  made  which  would  give  no  opposition  to 
the  students  attending  these  women  as  qualified  practitioners. 

Dr  Haultain   said  he  thought   this  question   was  a  very 
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intricate  one  indeed,  and  it  seemed  to  him  that  it  rested 
upon  one  or  two  points  more  or  less  connected,  as  Dr  Buist 
and  Prof.  Kynoch  had  said,  with  the  £,  s.  d.  He  did  not 
know  the  Act — he  supposed  there  were  some  people  who 
(lid — but  what  he  would  like  to  know  was,  could  a  practitioner 
who  was  on  the  panel  of  the  National  Insurance  Act  ask 
for  more  money  from  the  individual  than  the  30s.  ?  Had  he, 
in  other  words,  to  attend  the  woman  for  a  certain  amount  ? 
Must  she  he  attended  for  30s.?  (Exclamations  of  "No.") 
She  might  pay  more.  Well,  from  the  practitioner's  point  of 
view,  he  considered  that  a  good  thing,  but  when  they  considered 
the  question  of  the  patient  who  came  to  the  Maternity 
Hospital,  he  thought  they  would  find  that  that  class  of 
patient  could  not  afford  to  give  more  than,  say,  15s  or  £1 
at  the  outside,  to  the  doctor.  Hitherto  they  had  paid  nothing 
and  they  were  attended  by  the  dispensary.  Now  they  get 
30s.,  and  they  might  agree  to  pay  £1  or  30s.  Now  he  very 
much  questioned  if  there  were  half  a  dozen  doctors  in 
Edinburgh  who  would  undertake  confinements  for  £1  a  head. 
There  were,  in  working-class  practices,  some  doctors  who 
preferred  midwives  to  attend.  The  doctor  could  not  attend 
such  cases  for  £1  or  30s.  (Dissent.)  He  did  not  think  thei  e 
were  many  doctors  who  would  undertake  the  practice  in  the 
Cowgate  and  Canongate  for  £1  a  head  !  The  minimum  fee,  as 
far  as  he  knew,  at  the  present  time  was  30s.  or  something 
near  it.  If  that  was  the  case  then  they  would  have  an 
enormous  number  of  people  thrown  upon  the  hospitals,  because 
the  doctors  would  not  take  them.  Then  they  came  to  the 
question  of  having  to  form  some  sort  of  scheme  with  the 
doctors  as  to  how  much  the  Maternity  Hospital  would  ask 
for  attending  these  cases  —  the  hospital  did  not  want  to 
undersell  the  doctors.  On  the  other  hand,  there  was  no  reason 
why,  in  order  to  support  their  well-being  as  a  teaching  school, 
they  should  not  enter  into  a  straight  act  of  competition. 
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"Next,  there  was  the  difficulty  of  getting  these  patients 
attended  to  by  students.  Personally  he  could  see  no  difficulty 
whatever.  If  they  in  the  Maternity  Hospital  were  going  to 
attend  externe  patients,  what  was  to  hinder  them  from  having 
one  or  two  additional  residents — when  they  were  getting  paid 
— to  go  to  each  case  and  get,  say,  half  the  money  charged  for 
■each  case  they  attended;  it  would  come  to  a  good  income, 
the  other  half  of  which  would  go  to  the  hospital.  The  resident 
would  take  a  student  and  a  couple  of  nurses  with  him.  He 
thought  they  would  have  no  difficulty  in  meeting  the  Act 
from  the  out-of-door  aspects,  and  at  the  same  time  benefit 
the  hospital  and  students.  Each  student  would  have  an 
important  demonstration  at  each  case. 

Then  as  regards  the  interne  part  of  the  hospital,  he  was 
surprised  that  the  hospitals  could  not  get  anything.  He 
thought  that  might  be  managed  in  the  way  that  Dr  Buist 
had  suggested,  and  that  the  patient  would  be  made  to  pay  in 
hospital  as  she  would  pay  the  doctor  outside.  They  would,  of 
course,  undersell  if  they  took  the  same  price  as  the  doctors, 
because  they  were  feeding  as  well  as  attending. 

He  did  not  see  why  the  hospitals  should  not  be  very  well 
filled  indeed  if  the  doctors  did  not  wish  to  attend  the  cases 
themselves.  His  idea  was  quite  the  opposite  of  that  expressed 
by  some  of  those  who  had  already  spoken ;  he  thought  the 
hospitals  would  be  attended  more  numerously  than  ever  if 
the  practitioners  would  not  take  the  cases.  Furthermore,  the 
students  would  then  have  a  larger  number  of  cases  in  hospital 
to  attend ;  they  would  therefore  have  to  live  in  hospital,  and 
they  would  then  have  practical  midwifery  teaching  from  the 
resident  physicians  in  the  hospital. 

I)r  Norman  Walker  said  that  although  he  was  not  a 
Fellow  of  the  Obstetrical  Society  the  President  had  asked  him 
to  be  present  to  listen,  and  take  part  also  in  the  discussion. 
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It  was  exceedingly  easy  to  take  any  Act  of  Parliament  and' 
pick  holes  in  it  from  the  first  to  the  last  word.  They  were 
all  interested  in  the  wider  aspects  of  this  Act,  but  this  Meeting 
had  to  discuss  an  important  matter  which  was  quite  apart 
from  the  Insurance  Act. 

The  points,  which  he  thought  had  been  so  excellently 
put  by  Dr  Haultain,  were  important.  It  was  not  so  much 
a  question  of  discussing  whether  the  wording  of  the  Act 
indicated  that  the  hospitals  would  get  no  funds;  the  chief 
difficulty  was  with  the  doctors  who  desired  to  take  the  teaching 
practice  outside.  He  had  been  reading  numerous  information 
at  his  disposal  to  try  and  find  out  what  the  Act  intended  tO' 
do  as  regards  payment  in  hospital.  There  was  an  extraordinary 
difference  of  opinion.  Some  people  thought  that  the  Act  thus 
provided  for  the  benefit  going  to  the  dependents;  not  the 
dependents  of  the  woman,  but  the  dependents  of  the  husband. 
The  maternity  benefit  was  defined  as  benefit  for  the  husband^ 
but  not  for  the  wife.  It  was  a  somewhat  curious  position,  but 
so  it  was.  He  thought  it  was  perfectly  possible  for  the 
Commissioners  to  alter  the  Act  by  regulation. 

There  was  another  point  he  would  like  to  take  the 
opportunity  of  speaking  on,  firstly,  as  a  member  of  the 
Advisory  Committee,  and,  secondly,  as  a  member  of  the  General 
Medical  Council.  He  must  say  that  he  had  for  long  been  a 
complete  convert  to  Dr  Haultain's  view  about  the  teaching  of 
midwifery.  He  did  not  think  the  present  system  fair  to 
the  woman,  the  student,  or  the  nurse.  The  student  was  sent 
out  to  pick  up  his  knowledge  in  the  dispensary  practice.  If 
the  Maternity  Hospital  was  going  to  teach  midwifery,  it  ought 
to  teach  it  as  medicine  and  surgery  are  taught.  He  was  a 
complete  supporter  of  the  interne  method.  If  the  Maternity 
Hospital  wished  to  continue  its  system  of  out-patient  work, 
then  it  was  its  duty  to  do  as  Dr  Haultain  suggested,  and 
increase   its   staff.     How   could   one   expect  that  women  who 
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were  getting  by  this  Act  a  certain  sum  of  30s.  were  going 
to  sacrifice  that  30s.  for  the  privilege  of  being  "clinical 
material "  ?  The  Act  said  they  must  be  attended  by  a  qualified 
doctor  or  certified  midwife,  and,  if  he  might  venture  to 
correct  the  Chairman,  while  it  was  perfectly  true  that  there 
were  no  midwives  in  Scotland,  still  from  section  (80  (20))  of 
the  Act,  it  was  clear  that  "  certified  midwife "  in  Scotland 
meant  any  midwife  possessing  such  qualifications  as  might  be 
prescribed.  The  Commissioners  might  j)rescribe  that  midwives 
trained  in  the  Edinburgh  or  Glasgow  jMaternity  Hospital 
should,  for  the  purposes  of  the  Act,  be  recognised.  His  point 
was  this,  that  these  people  only  got  30s.  if  they  were  attended 
by  a  qualified  doctor  or  by  a  midwife.  At  present  they 
accepted  the  services  of  the  student  or  training  midwife 
because  they  got  the  attendance  for  nothing;  but  one  could 
not  expect  them  in  the  future  to  sacrifice  the  30s.  for  that. 
He  did  not  think  that  there  should  be  any  idea  of  the 
Maternity  throwing  its  shoulder  over  the  student.  They  must 
have  more  men  to  teach.  If  these  extra  resident  physicians- 
were  going  to  teach  the  students,  the  better  for  the  Maternity. 

Ho  regretted  that  he  only  entered  the  General  Medical 
C'luncil  Meeting  in  the  last  stages  of  the  discussion,  because 
ho  thought  it  was  the  most  stupid  thing  possible  to  insist  that 
each  student  must  have  20  cases.  Why  should  not  one  case 
be  equally  useful  to  two  or  three  students  if  there  was  someone 
there  who  was  qualified  to  demonstrate  it  ? 

In  England  and  in  Ireland  the  Obstetrical  Bodies  had  done 
what  he  thought  was  the  wisest  course — that  of  meeting  the 
Commissioners.  They  ought  also  to  appoint  a  committee  and 
talk  the  matter  over  with  the  Commissioners.  Nobody  wished 
to  interfere  with  the  efficient  teaching  of  midwiftny.  The  main 
thing  was  to  let  the  Commissioners  know  what  they  wanted, 
and  he  thought  they  would  be  very  ready  to  meet  their 
views. 
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Dr  Ballantyiie  said  he  had  a  little  hesitation  in  speaking, 
because,  although  he  had  views  of  his  own,  still  he  acted  on  two 
bodies.  One  of  those  was  the  Provincial  Medical  Committee, 
which  had  to  deal  with  the  maternity  benefit;  and  the  other 
was  Secretary  of  the  Medical  Board  of  the  Maternity  Hospital. 
Therefore  he  would  far  rather  hear  the  general  practitioners 
who  were  present — there  were  some  who  must  have  views 
worth  hearing.  He  would  state  how  things  stood  at  present. 
In  Edinburgh,  as  regards  practical  midwifery  training,  there 
were  two  ways — either,  according  to  the  last  edition  of  the 
University  Calendar,  the  student  might  attend  25  cases  under 
the  supervision  of  a  medical  practitioner,  or  he  could  go  through 
the  system  which  was  in  vogue  at  present  of  attending  the 
Maternity  Hospital  for  a  month  to  hear  the  cliniques,  and  then 
attend  12  cases  at  some  dispensary.  The  first  point  was  to  his 
mind  a  rather  important  one,  and  that  was  the  reason  why  he 
hoped  some  of  the  general  practitioners  present  would  speak, 
after  he  had  added  a  word  or  two.  Well,  the  student  in  order 
to  qualify  himself  might  attend  25  cases  under  the  supervision 
of  a  medical  practitioner,  and  that  he  thought  important.  But 
on  telephoning  up  to  the  University  Office  just  before  he  came 
to  the  Meeting,  he  found  that  in  the  new  ordinance  that 
regulation  had  been  altered;  it  now  read  must  "conduct" 
(instead  of  "  attend  ")  20  cases  of  labour  under  such  conditions 
as  the  Senatus,  with  the  approval  of  the  University  Court,  may 
from  time  to  time  determine.  Now  under  the  old  rule  he  saw 
no  difficulty  in  a  student  attending  these  cases  under  a  general 
practitioner  in  Edinburgh,  and  he  saw  no  difficulty  in  a 
practitioner  in  Edinburgh,  who  had  a  midwifery  case  going  on, 
saying  send  me  down  a  student,  and  I  will  teach  him.  He 
thought  that  was  a  possibility,  and  he  hoped  those  among  tlie 
general  practitioners  who  recognised  the  possibility  of  doing 
that  kind  of  work  would  say  so.  But  now,  under  this  new 
Eegulation — shall  "conduct"    20   cases — the   whole  thing,  he 
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thought,  fell  to  the  ground  unless  the  general  practitioner 
would  hand  over  his  case  to  the  student,  which  would  be 
breaking  the  rules  of  the  National  Insurance  Act  at  once. 

There  were  two  or  three  ways  out  of  the  difficulty,  and  he 
did  not  see  why  they  should  not  approach  the  Commissioners — 
to  ask  them  to  recognise  the  medical  student  as  a  medical 
practitioner  in  these  special  circumstances,  and  to  ask  them 
to  recognise  the  midwife  in  training  in  the  Maternity  Hospital 
or  elsewhere  as  a  "  certified  midwife "  for  the  time  being. 
That  was  a  radical  move,  but  he  thought  that  it  might  meet 
their  difficulty.  He  wished  the  general  practitioners  would 
speak  of  the  possibility  of  bringing  students  into  their  practices, 
and  who  among  them  were  willing  to  undertake  it  ?  Of  course 
the  financial  question  would  come  in. 

Sir  Halliday  Croom  pointed  out  that  it  was  quite  obvious 
the  option  did  not  lie  with  the  doctor;  the  woman  had  the 
right  to  decide. 

Dr  Ballantyne  agreed  that  the  woman  had  chosen  a 
registered  medical  practitioner  to  attend  her,  and,  of  course, 
she  might  say,  you  cannot  bring  in  anyone  else  to  my  con- 
finement ;  but,  on  the  other  hand,  she  might  be  quite  agreeable. 

Sir  Thomas  Fraser,  called  on  by  the  President,  said  that  his 
object  in  coming  to  the  Meeting  was  in  order  to  learn  from 
those  who  were  more  cognisant  of  the  subject,  what  their  views 
were.  He  recognised  that  it  was  a  very  important  question  from 
the  educational  standpoint,  and  a  very  grave  point  in  the  teach- 
ing of  midwifery.  He  was  very  hopeful  that  the  dangers  which 
have  been  pointed  out  would  be  got  over  in  the  course  of  time. 

Dr  W.  Fordyce  said  he  would  like  to  refer  to  Dr 
Haultain's  remark — "  I  doubt  very  much  if  there  are  six  men  in 
Edinburgh  willing   to  attend   confinements   at   £1,  Is."     The 
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doctors  who  at  present  worked  for  a  guinea  would  be  very- 
willing  to  work  for  that  fee  under  the  Insurance  Act,  because 
the  money  would  be  secured  for  them.  He  certainly  did  think 
there  would  be  a  sufficient  number  to  do  the  work  for  a  guinea 
fee  when  they  knew  they  would  be  paid  for  it.  In  the  past 
they  had,  as  often  as  not,  never  been  paid. 

Dr  Bohertson  said  that  as  a  general  practitioner  he  wanted 
to  listen  to  the  discussion,  and  to  hear  what  the  views  of  the 
teachers  were.  As  a  general  practitioner,  he  should  say  that 
there  was  a  very  serious  danger  under  the  Act  of  losing  a  very 
large  and  lucrative  part  of  their  practice  because,  undoubtedly 
what  was  clearly  shown  in  the  Act  was,  that  the  midwife  would 
come  into  Scotland,  and  they  had  never  had  midwives  in 
Edinburgh.  He  believed  there  was  a  Bill  before  the  House 
just  now,  and  they  would  shortly  find  their  patients  being 
attended  very  largely  by  midwives.  He  would  say,  neverthe- 
less, that  it  would  not  be  altogether  a  bad  thing,  because 
although  the  general  practitioner  would  lose  some  of  his 
income,  still,  doing  a  very  large  amount  of  midwifery  was  not 
very  desirable  from  other  points  of  view. 

With  regard  to  getting  practitioners  to  attend  cases  at  a 
guinea,  he  did  believe  that  there  would  be  a  fair  number  who- 
would  do  it — whether  it  would  be  to  their  advantage  or  not  lie 
did  not  know. 

Then  there  was  the  system  of  pupilage.  That  was  perfectly 
possible,  but  anyone  who  had  done  a  great  deal  of  working- 
class  midwifery  knew  that,  until  the  women  were  trained  to  it, 
it  would  be  very  difficult.  When  a  woman  had  engaged  a 
doctor  for  her  confinement,  it  was  very  difficult  to  make  her 
accept  a  substitute ;  there  was  always  a  feeling  of  resentment 
about  it.  The  Scotch  woman  had  some  independence  still,  and 
she  would  resent  students  being  brought  in  to  attend  to  her„ 
especially  when  paying  her  way. 


I 
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As  regards  the  Maternity  Hospital  point  of  view,  he  thought 
there  would  be  no  difficulty.  As  Dr  Buist  had  pointed  out 
there  would  be  a  large  amount  of  accrued  benefit  which  might 
go  into  a  special  fund,  and  the  Commissioners  would  have  the 
administration  of  that  fund.  It  would  therefore  be  easy  to 
make  arrangements  with  the  various  maternity  hospitals. 
There  would  still  be  a  necessity  for  maternity  hospitals  for 
albuminuric  and  other  abnormal  cases ;  they  would  still  have 
to  make  arrangements  for  receiving  serious  cases.  The 
Commissioners  would  have  to  see  that  the  maternity  hospitals 
were  kept  up. 

What  he  was  mainly  concerned  about  was  the  danger  to 
the  general  practitioner,  for  he  did  think  there  was  a  great 
danger  to  the  midwifery  practice  which  the  general  practitioner 
obtained  at  the  present  time.  He  certainly  hoped  that 
something  would  be  done  in  order  to  safeguard  the  interests  of 
the  general  practitioner. 

Dr  Boioie  asked  if  it  was  at  all  likely  that  these  patients 
who  came  into  the  Maternity  Hospital  would  be  in  benefit  for 
long — the  wife  of  the  casual  labourer  and  so  on  ?  They  would 
not,  he  thought,  remain  in  benefit  for  long,  and,  consequently, 
would  not  get  30s.  Being  in  arrear  they  would  fall  out  of 
benefit,  and  therefore  would  have  to  take  advantage  of 
the  hospitals.  He  did  not  think,  as  far  as  the  ^Maternity 
Hospital  was  concerned,  that  there  would  be  much  loss.  How 
it  would  affect  the  general  practitioner  he  could  not  foretell. 
Dr  Eobertson  probably  spoke  on  much  more  authority  than  lie 
did,  but  until,  at  any  rate,  they  had  more  information  from 
Dr  Ballantyne's  Committee,  it  was  difficult  to  say  what  would 
happen. 

Br  Keppie  Paterson  said  that  with  this  30s.  benefit  he  was 
inclined  to  think  the  practice  of  the  general  practitioner  would 
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be  increased.  There  was  no  doubt  that  most  women  desired,  if 
possible,  to  have  a  well-trained  man  for  their  confinements,  and 
would  prefer  a  trained  doctor  to  a  dispensary  student.  They 
would  now  have  the  30s.,  and  many  of  those  who  came  to  the 
dispensary  or  to  the  out-patient  department  of  the  Maternity 
Hospital  would  prefer  to  go  to  a  private  practitioner.  Still,  of 
course,  it  was  probable  that  these  practitioners  might  advise 
those  women  if  there  was  any  special  difficulty  with  the 
confinement  to  go  into  the  Maternity.  The  Maternity  Hospital 
would  simply  become  a  place  for  the  more  severe  cases,  just  as 
the  Infirmary  at  present  received  pneumonias,  etc.,  which  it 
might  be  impossible  to  treat  at  home  properly. 

Looking  at  it  from  the  dispensary  point  of  view,  and 
being  connected  with  the  Cowgate  Dispensary,  he  thought 
the  women  would  prefer  going  to  a  paid  doctor.  Considering 
the  number  of  casuals,  of  vagrants,  the  post-office  contributors, 
and  those  who  would  fall  out  of  benefit,  he  expected  they  would 
still  have  a  fairly  large  number  of  cases  for  teaching  purposes. 

Dr  Michael  Bevcar  admitted  that  a  great  number  of  insured 
persons  would  fall  into  arrears,  but  one  must  remember  that 
they  must  be  very  considerably  in  arrear  before  maternity 
benefit  was  suspended.  The  insured  person  for  maternity 
benefit  must  be  for  twenty-six  weeks  in  arrears  in  one  year. 
iSTot  only  that,  but  twenty-six  weeks  on  an  average  for  each 
year  since  she  became  an  insured  person. 

As  regards  the  question  of  pupilage,  he  was  afraid,  in 
Edinburgh  at  any  rate,  it  would  be  a  very  difficult  matter  for 
medical  men  to  take  students  to  their  cases.  The  medical  man 
had  made  a  contract  with  a  woman  to  attend  her  in  her 
confinement,  and  she  was  going  to  pay  £1,  Is.,  30s.,  or  £2  ; 
she  would  therefore  naturally  resent  very  strongly  her  medical 
attendant  bringing  in  a  student. 

As  regards   the   proposition    that  the  Maternity  Hospital 
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might  in  its  externe  department  compete  with  those 
medical  men  by  sending  out  a  few  graduates  on  the  Staff  to- 
take  such  cases,  there  again  he  was  sure  that  a  woman  who 
was  paying,  even  although  only  10s.  6d.  or  12s.  6d.,  for  her 
confinement,  would  insist  upon  having  her  choice  of  a  doctor  or 
midwife. 

Dr  Haultain  asked  Dr  Dewar  if  there  would  be  much 
choice  for  12s.  6d. 

Dr  Dewar,  continuing,  said  he  did  not  agree  with  Dr 
Haultain  as  regards  the  fee  making  any  difference  in  this 
respect.  There  were  many  men  in  Edinburgh  who  were 
attending  cases  for  £1,  Is.,  and  he  should  say  that  there  were 
more  than  six  who  attended  confinements  for  less  than  £1,  Is. 
in  Edinburgh.  (Agreed.)  He  knew  two  or  three  doctors  who 
did  so,  and  that  was  a  point  that  would  have  to  be  considered 
when  that  proposal  was  taken  seriously. 

Then  as  regards  the  question  which  was  raised  by  Dr 
Norman  Walker  that  the  Commissioners  should  be  approached 
by  various  bodies,  he  understood  that  it  was  a  settled  point 
with  the  British  Medical  Association  that  no  bodies  should 
approach  the  Insurance  Commissioners  beyond  the  Advisory 
Committee.  He  really  thought  the  Edinburgh  Committee 
were  perfectly  competent  to  carry  their  views  of  this  Meetinf>- 
to  the  Commissioners  without  any  special  deputation  for  the 
purpose. 

Dr  Norman  Walker  pointed  out  that  Dr  Dewar  was  in  error, 
because  the  representatives  of  the  teaching  schools  quite 
recently  met  the  Commissioners. 

Dr  John  M'Laren  said,  as  a  general  practitioner,  he  thought 
there  seemed  to  be  a  great  deal  of  uncertainty  as  to  the  fees 
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that  were  charged  for  confinements  in  Edinburgh.  He  was 
pretty  confident  in  saying  that  in  a  large  proportion  of  working- 
class  practices  the  fees  ranged  from  25s.  to  SOs.,  indeed  he 
thought  one-third  were  attended  for  fees  ranging  between  25s. 
and  £1,  Is.  If  the  Hospital  Committee  were  collecting 
statistics,  and  were  basing  the  information  on  the  fact  that  the 
cases  were  attended  by  the  general  practitioner  for  upwards  of 
25s.,  then  they  were  making  a  great  mistake.  He  had  a  pretty 
large  working-class  practice,  and  his  fee  was  between  25s.  and 
30s.  all  over.  He  thought  that  was  rather  above  the  average 
of  the  working-class  confinement  practice  in  Edinburgh. 

Dr  A.  W.  Russell  {Glasgow)  said  he  thought  from  what  had 
lieen  said  on  all  sides  and  considering  the  matter  in  all  its 
bearings,  as  well  as  from  his  own  study  of  a  very  thorny  and 
<lifiicult  question,  he  was  perfectly  certain  that  their  maternity 
Iiospitals  would  not  suffer,  and  teaching  would  not  suffer. 
He  had  seen  many  of  the  Continental  schools  where  there  was 
state  insurance,  and  they  were  able  to  get  some  of  the  money 
given  to  the  insured  persons  when  these  were  brought  into 
^hospital.  Something  of  that  sort  would  have  to  be  developed 
in  this  country.  From  both  the  hospital  and  teaching  points 
of  view  a  change  would  have  to  take  place,  but  he  was  perfectly 
certain  that  neither  the  teaching  nor  the  hospital  practice  would 
suffer.  He  thought  they  should  appoint  a  sub-committee  to 
make  the  proper  arrangements. 

Dr  Eobcrtson  remarked  that  it  was  a  pity  to  duplicate 
committees,  as  there  was  already  a  Medical  Committee  and  a 
Sub-Committee  and  also  the  Scottish  National  Insurance 
Council.  He  would  ask  that  this  matter  be  referred  to  the 
Local  Committee  of  the  National  Insurance  Council.  Several 
of  the  practitioners  from  this  Meeting  should  be  deputed 
for    that   special   purpose.      He    thought   that   would    be   far 
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better  than  if  a  number  of  different  bodies  approached   the 
Oommissioners. 

Sir  HaUiday  Croom  said  he  would  suggest  that  a  large 
■comniittee  be  formed  to  meet  with  the  Commissioners.  He 
advised  that  they  should  go  direct  to  the  Commissioners  and 
ask  their  advice. 

Br  M'Gibhon  suggested  that  the  committee  which  was 
appointed  should  take  steps  to  ascertain  how  many  general 
practitioners  in  Edinburgh  were  prepared  to  attend  confine- 
ments under  the  Act  for  £1,  Is. 

Dr  Munro  Kerr  (Glasgow)  added  that  this  matter  might  be 
■enquired  into  not  only  in  Edinburgh,  but  also  in  the  country 
•districts,  such  as  Lanarkshire,  for  instance,  where  midwifery 
was  done  for  10s.  or  15s. 

Sir  HaUiday  Croom  moved  that  a  committee  be  appointed 
from  this  Meeting  to  confer  with  the  Scottish  Insurance 
Commissioners,  to  explain  the  difficulties  created  by  the  section 
of  the  Act  relating  to  maternity  benefits. 

Br  A.  IV.  Russell  (Glasgow)  seconded  the  motion. 

Br  Rohcrtson  moved  that  a  committee  be  appointed  from 
this  Meeting  to  meet  and  consult  with  the  Hospital  Sub- 
Committee  of  the  Scottish  National  Insurance  Council  regarding 
the  maternity  benefit  of  the  Insurance  Act. 

Br  Ballantyne  seconded  the  motion. 

On  a  vote  being  taken,  Dr  Eobertson's  amendment  was 
carried  by  24  votes  to  16.  It  was  agreed  that  six  members 
should  be  elected,  the  choice  of  these  to  be  left  to  the  Council 
of  the  Obstetrical  Society. 
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Meeting  VIII.— June  12,  1912. 

Dr  HaiCt  Ferguson,  President,  in  the  Chair. 

Before  proceeding  to  the  public  business,  the  President  said 
that,  in  accordance  with  the  agreement  come  to  at  the  Joint 
Meeting  held  on  15th  May,  the  Council  met  and  appointed  a 
Committee  to  be  co-opted  with  the  Hospital  Sub-Committee  of 
the  Scottish  Insurance  Council,  consisting  of  Dr  Jardine, 
representing  Glasgow ;  Dr  M'Kerron,  Aberdeen  ;  Prof.  Kynoch, 
Dundee ;  Dr  Haultain,  Sir  Halliday  Croom  and  Dr  Haig 
Ferguson,  Edinburgh.  Dr  Macintosh  agreed  to  co-opt  the 
Committee  along  with  his.  On  6  th  June  they  met  in  the 
North  British  Hotel  and  discussed  the  question  of  maternity 
benefits,  and  it  was  agreed  that  a  Committee,  consisting  of 
Dr  Jardine,  Glasgow ;  Dr  M'Kerron,  Aberdeen  ;  Prof.  Kynoch, 
Dundee;  Sir  Halliday  Croom  and  Dr  Haig  Ferguson, 
Edinburgh,  be  appointed  to  meet  the  Commissioners.  Accord- 
ingly the  Secretary  was  asked  to  write  and  suggest  an 
interview,  but  no  further  communication  had  been  received. 

I.  The  following  gentleman  was  elected  an  Honorary 
Fellow  :— Prof.  J.  Whitridge  Williams,  Baltimore,  U.S.A. 

II.  Dr  F.  W.  N.  Haultain  showed — (o)  ectopic  gestation 
AT  EIGHTH  MONTH.     (Eeferred  to  in  paper.) 

{h^  Ectopic  gestation  with  decidual  cast.  (Referred  to 
in  paper.) 

(c)  Fibroid  showing  fatty  infiltration.  This  was  the 
first  out  of  a  number  of  cases  in  which  Dr  Haultain  had  seen 
distinct  fatty  infiltration.  The  tumour  itself  was  very  hard,, 
and  there  were  a  number  of  blood-vessels  of  an  angiomatus 
type  throughout  it.  Microscopical  examination  proved  that 
the  infiltration  was  undoubtedly  of  a  fatty  nature. 
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{d)  Fibroid  with  cystic  degeneeation.  Advanced  de- 
generation could  be  seen  in  some  places  with  an  extremely  thin 
wall  which  might  have  ruptured  at  any  moment.  The  appear- 
ance of  the  uterus  almost  suggested  twisting,  but  this  was 
not  so. 

(e)    SkIOGEAM     or     A     MAKKED     MALACOSTEON   PELVIS.        Tho 

patient  was  confined  two  years  ago  with  a  full-term  child.  She 
again  became  pregnant,  and  on  examination  in  the  autumn  of 
1911  this  extreme  contraction  of  the  outlet  and  a  general  con- 
traction of  the  pelvis  were  observed.  She  was  three  months 
pregnant  and  did  not  wish  to  have  anything  done  beyond  the 
induction  of  abortion ;  agreeing  to  her  desire,  this  was  done. 
Five  weeks  ago,  however,  she  again  returned  two  and  a  half 
months  pregnant.  On  this  occasion  there  was  the  greatest  diffi- 
culty in  getting  the  finger  into  the  outlet,  which  was  contracted 
to  about  one  inch.  Induction  of  labour  being  absolutely  impos- 
sible, hysterectomy  was  performed,  as  she  refused  to  wait  till 
term  and  have  Caesarean  section  performed.  The  uterus  and 
ovaries  were  removed.  Since  the  birth  of  her  last  child,  more 
than  two  years  ago,  the  patient  had  had  neither  ache  nor  pain, 
showing  that  octeo  malacia  was  not  always  attended  with  tho 
lightning  pains  the  textbooks  stated.  Another  interesting 
point  was  the  condition  of  the  bones,  showing  the  want  of 
calcium  salts,  and  the  difficulty  of  recognising  the  bones  from 
the  other  parts  by  the  skiogram ;  the  pelvic  bones  were  of  a 
light  colour  as  compared  with  the  head  of  the  femur. 

Besides  these  he  took  the  opportunity  of  showing  two  other 
specimens  which  had  fallen  into  his  hands  within  the  last  two 
days,  because  he  thought  the  new  specimens  were  sometimes 
more  interesting  than  the  others. 

(/)  Cervical  fibroid.  The  cervix  was  attenuated  and  the 
seat  of  a  large  tumour  in  the  posterior  wall,  the  peculiarity  of 
which  was  its  cystic  character,  and  that  it  simulated  an  ovarian 
tumour.      The   tumour  filled   up   the   pelvis   and  pushed  the 
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uterus  forwards.  On  operating  it  was  found  to  be  a  typical 
example  of  cervical  fibroid,  the  cystic  condition  of  which  was 
exceptional.  The  symptoms  were  nil  except  for  some  swelling 
in  the  abdomen,  and  that  for  a  week  or  two  the  patient  had 
had  some  trouble  with  the  water,  being  unable  to  pass  it,  and 
for  which  she  sought  treatment.  The  specimen  was  interesting 
from  its  rarity  .and  the  fact  that  there  was  no  haemorrhage. 

(g)  Over-boiled  sago-like  material  from  the  abdomen 
OF  A  patient  operated  ON  THREE  TIMES.  The  first  operation 
took  place  about  six  and  a  half  years  ago;  Mr  Stiles  was 
present,  he  being  a  friend  of  the  patient's.  On  opening  the 
abdomen  it  was  found  to  be  filled  with  this  material,  which 
looked  like  over-boiled  sago.  Two  pailfuls  were  removed  and 
the  peritoneal  cavity  washed  out.  The  only  focus  discovered 
was  a  small,  irregular,  fungating  point  at  the  end  of  the 
appendix ;  the  rest  of  the  abdominal  organs  and  ovaries  were 
quite  healthy.  She  made  a  good  recovery  and  remained  well 
for  five  years.  In  July  two  years  ago  (1910)  she  again 
appeared,  looking  in  good  health,  but  with  a  very  largely  dis- 
tended abdomen,  and  there  was  no  difficulty  in  diagnosing  a 
re-accumulation.  The  abdomen  was  again  opened  and  two 
pailfuls  of  the  same  material  evacuated.  The  only  focus  that 
could  be  found  on  this  occasion  was  in  the  mesentery  of  the 
small  intestine.  Again  the  patient  recovered,  and  was  able  to 
go  on  for  two  years  in  good  health  until  yesterday,  when  for 
the  third  time  the  abdomen  was  opened  and  half  a  large 
footbathful  of  the  same  peculiar  material  was  again  evacuated. 
Now,  however,  a  different  condition  prevailed.  Studded 
throughout  the  peritoneum  there  were  a  number  of  processes 
of  semimucoid  fibrous  character,  the  ends  of  w^hich  were  rather 
like  cauliflower;  this  peculiar  mucoid  material  was  evidently 
secreted  from  the  cauliflower  ends ;  the  intestines  were  matted 
together,  and  showed  here  and  there  these  curious  processes. 
The  condition  was  one  of  extreme  rarity  and  was  more  like  a 
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myxoma  than  anything  else.  A  specimen  of  the  material 
had  been  sent  to  the  College  of  Physicians'  Laboratory  for 
examination. 

III.  Dr    Win.    Fordycc    showed — (a)    PUERPERAL    uterus 

REMOVED     AFTER     CtESAREAN     SECTION     FOR     CERVICAL     FIBROID 

OBSTRUCTING  LABOUR.  The  patient's  doctor  when  called  to  the 
patient  last  Friday  morning  found  her  in  labour.  There  was  no 
dilatation  of  the  cervix,  however,  and  the  labour  pains  passed 
off.  On  two  occasions  since  her  doctor  had  seen  her,  and 
yesterday  morning  at  seven  o'clock  found  her  having  strong 
labour  pains.  As  the  cervix  still  did  not  dilate  he  asked  Dr 
Fordyce  to  see  her. 

On  careful  examination  under  chloroform,  the  mass  which 
had  been  mistaken  for  the  head  bulging  down  was  found  to  be 
a  cervical  fibroid.  The  cervix  was  very  high  up  and  far  back, 
and  only  two  fingers  could  be  got  through  the  os.  It  did  not 
look  like  a  case  for  Cesarean  section,  because  the  membranes 
had  ruptured  some  days  previously,  and  there  was  a  bad- 
smelling,  greenish  discharge  from  the  vagina;  however,  there 
was  nothing  else  for  it.  The  patient  was  removed  to  a  nursing 
home  and  Ca^sarean  section  performed.  The  foetus  was  safely 
removed  from  the  uterus  and  was  now  alive  and  perfectly  well. 
The  uterus  and  tumour  were  then  removed.  While  removing 
the  fibroid  there  was  severe  haemorrhage,  and  it  would  not  have 
been  a  bad  plan  to  have  controlled  it  by  putting  in  some  deep 
sutures.  The  enucleation  of  the  cervical  fibroid  did  not  take 
long  and  was  not  very  difficult. 

(&)  Degenerating  FIBROID  giving  rise  to  severe  floodings 
FOR  the  first  time  AT  THE  AGE  OF  65.  The  interest  of  the 
case  lay  in  the  age  of  the  patient.  She  had  stopped  menstruat- 
ing at  the  age  of  48,  and  had  had  no  haemorrhage  till  within 
two  months  of  being  seen,  when  she  had  a  very  very  severe 
flooding.     It   was   distinctly  interesting  that  a  patient   of    65 
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should  begin  to  suffer  from  hasmorrhage.  On  examination  a 
large  tumour  was  found  above  the  pubes.  From  the  history 
and  symptoms  he  thought  it  mighc  be  an  ovarian  tumour  with 
some  twisting  of  the  pedicle,  a  common  condition,  in  his 
experience,  in  old  people,  but  it  proved  to  be  an  ordinary 
fibroid. 

(c)  Tubal  gestation  with  complete  ovum.  When  called 
to  the  patient  she  was  collapsed  and  could  only  be  sufficiently 
roused  to  tell  her  menstrual  history.  An  extra-uterine 
gestation  was  diagnosed,  and  the  patient  operated  on  within  an 
hour  in  her  own  house.  On  lifting  up  the  tube  the  ovum  came 
away  entire.  The  tube  showed  very  prettily  what  Dr  Watson 
had  once  or  twice  referred  to,  that  the  ovum  had  been  growing 
not  in  the  lumen  of  the  tube,  but  had  perforated  the  wall  of 
the  tube  and  had  become  embedded  actually  in  the  uterine 
wall.  The  patient  had  had  a  very  profound  hgemorrhage.  The 
operation  itself  was  a  very  simple  one,  and  he  knew  at  once 
that  the  blood  was  coming  from  the  ruptured  tube.  The 
patient  made  an  excellent  recovery. 

(d)  Uterus  with  sloughing  intka-uterine  polypus 
REMOVED  FOR  SEVERE  BLEEDING.  The  point  of  interest  was  that 
when  the  patient  came  under  observation  she  was  profoundly 
anaemic.  She  had  a  pretty  large  uterus,  and,  though  fairly 
symmetrical,  Dr  Fordyce  thought  there  was  probably  a  fibroid. 
Supravaginal  hysterectomy  was  performed.  The  tumour  was 
found  to  be  distinctly  gangrenous  and  sloughing,  and  was 
covered  with  pus  at  the  time  of  operation. 

IV.  Dr  B.  W.  Johnstone  showed — chorio-angioma  of  the 
placenta.     (Eeferred  to  in  paper.) 

V.  Professor  Kynoch  showed — axial  rotation  (cervical 
torsion)  of  the  myomatous  uterus.     (Eeferred  to  in  paper.) 
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VI.  AXIAL  ROTATION  (CERVICAL  TORSION)  OF 
THE  MYOMATOUS  UTERUS. 

By  John  A.  Kynoch,  M.B.,  r.E.C.S.(Ed.),  Professor  of  Obstetrics 
and  Gynaecology,  University  of  St  Andrews. 

Twenty  years  ago  the  subject  of  uterine  rotation  was  fully 
discussed  before  this  Society,  and  gave  rise  to  a  spirited 
controversy  as  to  the  frequency  of  its  occurrence  and  its 
clinical  importance.  It  is  now  generally  recognised  that  in 
a  large  proportion  of  cases  the  normal  full-time  pregnant 
uterus  deviates  to  the  right,  and  is  rotated  on  its  long  axis 
so  as  to  bring  the  left  border  of  the  uterus  to  the  front. 

Eegarding  the  clinical  importance  of  uterine  rotation  one 
may  mention — 

1st.  The  occurrence  of  a  rare  form  of  post-partum  shock, 
due  to  the  forcible  pressure  on  the  left  ovary  against  the 
contracted  uterine  wall  in  the  third  stage  of  labour — a  condi- 
tion fully  described  by  our  President. 

2nd.  It  has  to  be  reckoned  with  in  performing  Ceesarean 
section  when  this  rotation  must  be  undone  before  making  the 
uterine  incision. 

Zi'd.  It  may  be  a  rare  cause  of  obstructed  labour,  as  in 
a  case  described  by  Doleris.  This  complication,  however,  is 
not  unusual  in  some  of  the  lower  animals. 

4:th.  It  may  give  rise  to  symptoms  resembling  those  of 
extra-uterine  pregnancy,  as  in  cases  reported  by  Lohlein  and 
by  Walther.  In  their  cases  the  marked  rotation  was  verified 
by  operation ;  the  twist  was  undone,  and  in  both  cases  labour 
terminated  normally. 

oth.  It  may  cause  fatal  intra-uterine  haemorrhage.  Glinski 
has  recently  reported  an  interesting  case  where  an  otherwise 
normal  full-time  pregnant  uterus  had  undergone  such  marked 
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axial  rotation  as  to  cause  fatal  intra-uterine  hsemorrhage. 
At  the  post-mortem  examination  it  was  found  that  there 
was  a  large  accumulation  of  blood  between  the  placenta  and 
the  uterine  wall.  The  uterus  was  twisted  three-fourths  of 
a  circle  on  the  greatly  elongated  cervix  (6  cm.). 

Axial  rotation  of  the  preguant  uterus  may  be  caused  by 
fibroid  or  ovarian  tumours.  It  is  of  interest  to  note  that  the 
first  reported  case  of  torsion  of  the  pedicle  of  a  subserous 
fibroid  complicating  pregnancy,  and  giving  rise  to  peritonitic 
symptoms,  was  reported  by  Dr  Cappie  in  the  Third  Volume 
of  the  Transactions  of  this  Society.  In  his  case  premature 
labour  had  been  induced.  Death  occurred  from  peritonitis. 
The  post-mortem  examination  (notes  of  which  were  reported 
by  Dr  Matthews  Duncan)  showed  that  gangrene  of  the 
tumour  had  resulted  from  torsion  of  its  pedicle. 

Eheinprecht  quotes  from  Chrobak's  Clinic  a  case  of  a 
full-time  pregnancy  complicated  with  a  fibroid  tumour  in  the 
uterine  wall.  Torsion  of  the  uterus  gave  rise  to  severe  peri- 
tonitic symptoms,  deinanding  hystero-Csesarean  section. 

Thorn  reports  the  case  of  a  four  -  months*  pregnancy 
complicated  with  a  fibroid  tumour  likewise  associated  with 
peritonitic  symptoms.  The  uterus  had  undergone  rotation  to 
180°.  The  fibroid  was  enucleated  from  the  uterine  wall,  and 
the  pregnancy  ended  normally.  Lepage,  Holowko,  and 
Dickinson  report  similar  cases. 

Axial  rotation  of  a  non-pregnant  uterus  may  be  brought 
about  by — 

1st.  Torsion  of  the  pedicle  of  ovarian  cyst. 

2nd.  Torsion  of  the  broad  pedicle  of  a  subserous  fibroid. 

Srd.  Much  more  rarely  by  cervical  torsion  associated  with 
an  interstitial  fibroid  in  the  wall  of  the  uterus.  In  32  cases 
of  axial  rotation  collected  by  Schultze,  17  were  the  result  of 
torsion  of  the  pedicle  of  an  ovarian  tumour.  This  is  specially 
common  during  the  puerperium,  when  the  lax  abdominal  wall 
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and  the  soft  condition  of  the  uterus  predispose  to  its  rotation. 
In  those  cases  the  torsion  of  the  ovarian  pedicle  is  continued 
on  to  the  corresponding  side  of  the  uterus,  which  rotates  in 
the  same  direction. 

The  symptoms  are  usually  referable  to  the  ovarian  rather 
than  to  the  uterine  twist.  In  the  case  of  torsion  of  the  pedicle 
of  a  subserous  fibroid,  the  effects  of  the  torsion  are  generally 
referable  to  the  tumour  itself,  and  more  rarely  is  the  uterus 
involved  in  the  twist. 

Cases  where  acute  symptoms  were  associated  with  twist 
of  the  pedicle  of  a  subserous  fibroid  have  been  reported  before 
this  Society  by  Drs  Fordyce  and  M'Gibbon. 

Axial  rotation  of  the  uterus,  however,  may  participate  in 
the  torsion  of  a  thick  pedicle  of  a  subserous  fibroid,  as  in  cases 
reported  by  Schan  and  Cameron. 

It  is  important  that  torsion  of  the  uterus,  due  to  a  twist 
of  the  pedicle  of  a  subserous  fibroid,  should  be  distinguished 
from  the  much  rarer  condition  of  torsion  of  the  myomatous 
uterus  on  a  greatly  elongated  cervix.  So  far  as  I  am  aw^are, 
only  1  case  of  this  nature  has  been  brought  before  the 
Society.  Dr  Haultain,  in  reporting  16  cases  of  axial  rotation 
of  the  pelvic  organs,  noted  one  example.  The  condition  being 
one  of  great  rarity  and  clinical  interest,  I  venture  to  report 
another  case.  The  first  reference  to  this  condition  is  the  report 
of  a  post-mortem  specimen  reported  by  Virchow  in  his  classical 
work  on  tumours,  but  Frommel  and  Schroder  were  the  first 
to  recognise  it  during  operation.  Up  to  1906  Schultze  had 
collected  53  cases  of  torsion  of  the  myomatous  uterus  from 
all  causes,  and  since  then  about  10  other  cases  had  been 
described.  Schultze  classifies  the  cases  collected  according  to 
the  degree  of  rotation. 

Is^.  Cases  where  the  degree  of  rotation  was  under  180". 
Under  this  group  he  collected  15  cases.  Only  in  the  2  cases 
complicated  with  pregnancy  (already  referred  to)  were  there 
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marked  symptoms.     In  the  other   cases   the    symptoms   were 
either  slight  or  entirely  absent. 

2nd.  Cases  where  rotation  was  about  180^  He  found  16 
cases  of  this  type.  Acute  symptoms  were  present  in  6  of 
the  cases 

3?yZ.  Cases  where  the  rotation  exceeded  180.^  In  this 
group  the  symptoms  were  frequently  acute  and  associated 
with  great  elongation,  thinning  and  torsion  of  the  cervix 
amounting  in  some  cases  to  almost  complete  separation  of 
the  body  from  the  cervix.  It  should  be  noted  that  the 
severity  of  symptoms  does  not  always  correspond  to  the 
degree  of  torsion,  but  rather  to  the  suddenness  of  the  onset. 
The  elongation  and  subsequent  atrophy  of  the  cervix  pre- 
disposes to  axial  rotation.  Bladder  symptoms  are  rare. 
Schultze  mentions  it  in  5  of  his  collected  cases. 

The  symptoms  in  acute  cases  are  similar  to  those  of  axial 
rotation  of  an  ovarian  cyst,  with  which  it  is  most  frequently 
confused. 

The  prognosis  froin  immediate  operation  is  as  favourable 
as  in  uncomplicated  hysterectomy.  Of  42  cases  operated 
on,  two  died,  one  from  internal  haemorrhage,  and  one  from 
pulmonary  embolism  nine  days  after  operation. 

The  following  are  notes  of  my  case.  The  patient,  56 
years  of  age,  unmarried,  was  admitted  to  the  Gynaecological 
Department  of  the  Dundee  Eoyal  Infirmary  on  11th  January 
1912.  She  had  enjoyed  goo'd  health  till  twelve  years  ago,  when 
she  detected  a  tumour  in  the  abdomen.  Beyond  slight  dis- 
comfort it  gave  rise  to  no  symptoms,  and  her  medical  adviser 
did  not  consider  it  required  treatment.  Her  menstruation  had 
always  been  quite  regular  of  three  to  five  days'  duration,  and 
ceased  six  years  ago.  A  month  before  admission  she  was 
suddenly  seized  when  turning  in  bed  with  acute  abdominal 
pain,  followed  with  retention  of  urine  necessitating  the  use  of 
the  catheter  for  ten  days.     There  was  marked  constipation,  and 
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her  medical  adviser  states  that  she  then  showed  all  the  symptoms 
of  acute  intestinal  obstruction  with  collapse. 

On  examination  in  hospital  she  presented  the  appearance 
of  a  patient  suffering  from  concealed  uterine  hemorrhage.  Her 
pulse  was  120:  temperature  102.  The  abdomen  was  enlarged 
to  the  size  of  a  seven  months'  pregnancy  hj  a  hard,  smooth 
tumour  tender  to  pressure.  On  account  of  the  extreme  tender- 
ness its  pelvic  attachment  could  not  be  satisfactorily  made  out, 
but  the  consistence  of  the  tumour,  and  the  knowledge  that  it 
was  detected  twelve  years  ago,  pointed  to  its  being  a  fibroid 
with  internal  haemorrhage,  although  the  symptoms  were  exactly 
those  which  might  be  produced  by  the  twist  of  an  ovarian 
pedicle.  On  opening  the  abdomen  a  considerable  quantity  of 
blood-stained  ascitic  fluid  escaped.  There  were  universal 
adhesions  to  the  parietal  peritoneum.  The  tumour  was  of  a 
dark  purple  colour  and  hard  in  consistence.  With  some  diffi- 
culty it  was  pulled  out  of  the  abdominal  cavity,  and  found  to 
have  a  pedicle  formed  by  the  elongated  cervix  about  the  thick- 
ness of  a  finger,  and  twisted  two  and  a  half  turns  from  left  to 
right.  The  pedicle  was  transfixed  and  ligatured  in  the  usual 
way.  On  account  of  a  considerable  amount  of  oozing  the 
abdominal  cavity  was  irrigated  with  hot  saline  fiuid  and  a 
glass  drainage  tube  introduced.  Excepting  for  slight  pyuria, 
which  cleared  up  three  weeks  after  operation,  the  patient  made 
a  satisfactory  recovery.  Examination  of  the  parts  removed 
showed  the  tumour  to  be  an  interstitial  fibroid  growing  from 
the  top  of  the  uterus.  The  tubes  and  ovaries  which  partici- 
pated in  the  torsion,  the  uterine  cavity  and  tumour,  presented 
all  the  appearances  of  extensive  haemorrhage.  The  whole 
tumour  weighed  15  lbs. 

From  a  study  of  the  reported  cases  it  would  appear  that 
pain  associated  with  a  uterine  fibroid  is  more  frequently  due  to 
slight  torsion  than  is  generally  supposed,  and  that  cases  of  acute 
axial  rotation  of  the  uterus  must  be  regarded  as  one  of  the 
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gravest  risks  to  which  women  with  uterine  fibroids  are  liable, 
and  therefore  demanding  prompt  operative  interference. 
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Dr  A.  H.  F.  Barhour  said  he  had  not  had  much  experience, 
but  would  like  to  hear  Dr  Haultain's  remarks.  A  point  of 
interest  was  the  question  of  haemorrhage  into  the  tumour,  and 
he  would  like  to  hear  the  experience  of  the  Fellows  about  it. 
How  often  did  one  find  hiemorrhage  into  the  substance  of  the 
tumour.     It  looked  more  like  a  necrobiosis  than  a  haemorrhage. 
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Dr  Barbour  had  removed  a  big,  somewhat  dense  tumour  from 
a  patient  about  the  menopause,  in  which  the  whole  substance 
of  the  tumour  was  infiltrated  all  over  with  patches  which 
looked  like  haemorrhages,  but  he  thought  these  were  really 
deposits  of  blood  pigment.  Prof.  Kynoch's  patient  made  a 
good  recovery. 

Dr  Haultain  agreed  with  Dr  Barbour  that  the  case  was  an 
extremely  interesting  one,  and  was  rather  inclined  to  agree 
that  it  was  like  a  necrobiosis.  Actual  hemorrhage  into  a 
fibroid  was,  practically  speaking,  impossible ;  there  must  be 
degenerated  soft  tissue  before  one  got  haemorrhage.  One  of 
the  tumours  which  he  (Dr  Haultain)  had  shown  was  full  of 
very  dark  porter-coloured,  blood-stained  mucus,  which  of 
course  was  a  hsemorrhage  into  the  preceding  cystic  condition, 
the  result  of  degeneration.  When  the  tumour  was  cub  it  was 
found  to  be  blood-stained  throughout;  haemorrhage  would 
probably  also  have  been  suspected  if  there  had  been  degenera- 
tion. He  agreed  that  this  case  looked  like  a  necrobiobic 
change.  The  only  difference  between  this  case  and  the  one  he 
(Dr  Haultain)  showed  was  that  there  was  no  thinning  of  the 
uterus  in  his  case.  It  was  a  twist  of  the  whole  organ  and  was 
nob  a  case  where  there  was  only  a  small  pedicle  to  tie.  The 
whole  organ  was  twisted  on  itself.  The  tumour  was  calcareous, 
and  therefore,  practically  speaking,  bloodless.  There  was  no 
bleeding  or  necrobiosis.  In  a  patient,  aged  70,  the  changes  in 
the  structure  of  the  tumour  were  necessarily  different.  Prof. 
Kynoch's  case  was  most  interesting,  and  they  had  to  thank  him 
for  coming  from  Dundee  to  show  it. 

Dr  Fordyce  said  he  was  surprised  to  hear  that  Prof. 
Kynoch  and  Dr  Haultain  thought  rotation  of  the  uterus  with 
fibroid  tumours  was  so  very  rare.  Personally  he  had  seen  it 
occasionally,  at  any  rate  in  a  minor  degree,  and  was  surprised 
to  find  that  it  was  not  met  with  more  frequently.  He  had,  of 
course,  seen  a  very  marked  rotation  and  twist  of  the  uterus 
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mixed  up  with  the  pedicle  of  an  ovarian  tumour,  and  in  con- 
nection with  a  fibroid  too,  but  to  a  less  extent.  He  could  not 
speak  about  the  necrobiosis;  but  if  it  was  a  necrobiosis,  it  had 
advanced  to  a  very  marked  degree. 

Dr  B.  P.  Watson  thought  torsion  of  the  uterus  was  prob- 
ably important  in  explaining  the  frequency  of  necrobiosis  in 
pregnancy  and  the  puerperium.  It  was  extraordinary  why 
this  should  occur  in  the  puerperium,  and  it  was  quite  possible 
that  the  necrobiotic  change  was,  in  some  cases,  due  to  an  extra 
torsion  of  the  uterus  at  that  time.  He  thought  the  specimen 
looked  like  a  very  marked  example  of  necrobiosis. 

The  President  asked  if  the  specimen  was  as  dark  when 
removed  as  it  was  now.  An  interesting  point  was  the  recallicg 
of  the  discussion  some  years  ago  about  rotation  of  the  uterus. 
There  was  a  considerable  divergence  of  opinion  in  those  days. 
He  thought  it  was  now  shown  to  be  a  much  more  common 
condition.  Personally  he  had  never  seen  an  axial  rotation  of 
a  myomatous  uterus  produce  such  symptoms  as  Professor 
Kynoch  had  described.  Dr  Watson's  idea,  he  thought,  might 
be  quite  well  extended.  The  President  had  seen  one  instance 
in  pregnancy  of  a  large  fibroid  causing  great  pain,  which  he 
thought  was  a  twisted  ovarian.  The  patient  was  four  months 
pregnant.  On  opening  the  abdomen  a  twisted  sub-peritoneal 
fibroid  was  found,  which  on  subsequent  cutting  showed 
necrobiotic  changes.  The  uterus  was  not  twisted  in  that  case. 
They  were  much  indebted  to  Professor  Kynoch. 

Professor  Kynoch  replied  that  he  fully  appreciated  what  Drs 
Barbour  and  Haultain  said  regarding  the  resemblance  to 
necrobiosis,  and  he  had  the  pleasure  of  seeing  the  specimen 
which  was  mentioned  two  years  ago.  It  must  be  remembered 
that  the  specimen  under  discussion  came  into  his  possession 
in  January  and  had  changed  colour  since  very  much ;  he  was 
sorry  he  had  not  been  able  to  get  over  to  show  it  earlier.  The 
patient  was   absolutely  well,  and   had    uo   symptoms   until   a 
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month  before  admission  to  hospital ;  she  was  then  attacked  with 
sudden  pain,  and  was  in  such  a  serious,  collapsed  condition  that 
her  medical  attendant  could  not  make  up  his  mind  to  send  her 
to  hospital.  He  was  sure  if  l)rs  Barbour  and  Haultain  had 
seen  the  patient  in  the  theatre  they  would  have  been  inclined 
to  say  that  it  was  a  case  of  haemorrhage  into  the  tumour.  The 
whole  mass  had  a  black  appearance.  He  did  not  think  a 
necrobiotic  change  could  have  come  on  so  suddenly — the 
patient  went  to  bed  one  night  perfectly  well,  and  came  under 
his  care  a  month  later  with  this  condition  requiring  operation. 

Dr  Fordyce  asked  if  the  tumour  had  a  bloody  surface. 

Professor  Kynoch  said  it  was  uniformly  dark  right  across. 


VII.  TWO  EXAMPLES  OF  THE  DIFFICULTY  OF 
DIAGNOSIS  OF  ECTOPIC  PREGNANCY. 

By  Dr  F.  W.  ^L  Haultain. 

Two  cases  of  extra-uterine  pregnancy  of  peculiar  interest 
having  recently  come  under  my  care,  I  take  the  opportunity  of 
bringing  them  before  the  Society  as  further  examj)les  of  the 
possible  difficulties  of  diagnosis  which  may  occur,  and  which  I 
in  a  previous  communication  attempted  to  demonstrate.  They 
are  as  follows : — 

Case  I. — Mrs  M'A.,  fet.  25,  one  child  at  full  time,  pet.  5, 
was  sent  to  me  on  26th  January  1912,  to  attend  in  her  confine- 
ment, which  was  due  from  menstrual  calculations  on  10th 
February,  as  her  medical  attendant  considered  she  suffered 
from  a  sacculated  gravid  retroverted  uterus. 

On  examination  an  abdominal  swelling  could  be  seen  and 
felt  extending  chiefly  on  the  right  side  to  2  inches  above  the 
level  of  the  umbilicus;  it  had  the  consistency  of  an  advanced 
pregnancy,  and  the  foetal  head  could  be  palpated  at  its  upper 
extremity.  On  vaginal  examination  the  pelvis  was  found  filled 
by  a  soft  rounded  swelling  palpable  behind  the  post   vaginal 


288        DIFFICULTY   OF   DIAGNOSIS    OF   ECTOPIC    PKEGNAXCY, 

wall  and  giving  unmistakable  signs  of  foetal  small  parts.  The 
cervix  was  high  above  the  pubis  and  difficult  to  reach.  Her 
history,  as  then  elicited,  was  that  of  a  pregnancy  associated  with 
a  certain  amount  of  discomfort,  but  no  severe  pain  except  on 
the  2oth  December,  which  lasted  for  a  day,  and  again  on  25th 
January,  when  she  felt  also  as  if  something  had  come  down. 
Foetal  movements  had  ceased  since  16th  January.  No  special 
urinary  symptoms  had  at  any  time  been  experienced. 

As  during  the  three  last  days  she  had  been  violently  sick 
and  the  temperature  had  risen  to  101-5  and  pulse  130,  while 
at  the  same  time  no  foetal  heart  could  be  heard,  it  was  con- 
sidered justifiable  to  induce  labour. 

Under  an  anaesthetic  the  cervix  was  gripped  by  a  volsellum 
and  two  gum  elastic  bougies  pushed  into  the  uterus  for  a 
distance  of  8  inches,  their  tips  being  distinctly  felt  in  the  upper 
zone  of  the  abdominal  swelling  close  to  the  foetal  head.  After 
four  days  a  considerable  amount  of  discomfort  simulating 
labour  pains  was  experienced ;  the  bougies  were  now  extracted 
and  the  os  being  patulous  a  finger  was  introduced  with  a  view 
to  further  dilatation,  when,  to  my  surprise,  no  foetus  could  be 
felt  in  utero.  The  diagnosis  of  an  extra-uterine  pregnancy 
being  now  clear,  1  opened  the  abdomen  on  2nd  February,  with 
•a  view  to  its  removal. 

A  considerable  amount  of  free  intraperitoneal  fluid  was 
present. 

The  foetus  was  found  in  a  complete  sac,  which  dipped 
deeply  into  the  pelvis  and  surrounded  the  head  of  the  foetus  at 
its  upper  end. 

The  sac  throughout  was  closely  adherent  to  all  surrounding 
structures  and  required  careful  separation  from  the  intestines  ; 
the  body  of  the  uterus  was  pulled  high  up  by  the  adherent 
distended  sac,  and  the  placenta  was  found  imbedded  in  the 
depths  of  the  pelvis  adherent  to  Douglas'  pouch.  From  the 
extensive  adhesions  of  the  sac  to  the  uterus  and  both 
appendages  it  was  decided  to  remove  them ;  by  this  means, 
through  ligation  of  botli  uterine  and  ovarian  vessels,  the 
bleeding  was  materially  diminished  and  the  removal  of  the  sac 
simplified. 
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She  stood  the  operation  well  and  never  gave  rise  to  any 
anxiety  during  convalescence. 

The  specimen  on  examination  showed  the  pregnancy  to 
arise  from  the  right  Fallopian  tube,  while  the  sac  seemed  to  be 
composed  of  the  foetal  membranes,  covered  by  lymph.  The 
foetus  measured  18  inches  and  weighed  3  lbs.  9  ozs,  Tlie  close 
attachment  of  the  sac  to  the  left  appendages  made  it  at  first 
difificult  to  determine  from  which  tube  the  pregnancy  sprang. 
This  wa=i,  however,  easily  settled  by  the  situation  of  the 
placenta. 

The  uterine  cavity  contained  a  semi-detached  decidua 
evidently  in  the  process  of  expulsion. 

The  length  of  the  uterus,  7  inches;  was  mainly  accounted  for 
by  the  lengthening  of  the  stretched  cervix. 

Case  II. — ^Mrs  S.  was  married  in  October  1910.  Two 
months  thereafter  she  was  suddenly  seized  after  one  week's 
amenorrhcea  with  severe  abdominal  pain  and  tenderness, 
chiefly  on  the  left  side,  associated  with  fever.  The  symptoms 
confined  her  to  bed  for  six  weeks,  and  gradually  by  means  of 
suitable  treatment  disappeared.  Eight  months  later  a  similar 
condition,  though  the  pain  was  now  severer  in  the  right 
side,  was  experienced ;  after  this  she  never  felt  quite  free  from 
discomfort,  although  able  to  be  about.  Her  menstruation  was 
most  irregular. 

In  February  I  was  asked  to  see  her  for  a  recurrent 
similar  attack  of  abdominal  pain,  with  fever,  particularly  severe 
on  the  right  side.  Her  menstrual  history  was  still  very 
irregular. 

On  examination  I  felt  a  distinct  tender  swelling  to  the 
right  of  the  uterus,  and  an  indistinct  matting  of  the  left 
appendages,  which  was  also  tender  on  pressure. 

I  diagnosed  salpingitis,  probably  purulent.  As  she  was  so 
much  averse  to  operation,  I  gave  her  the  option  of  going  into 
a  nursing  home  for  prolonged  douching  and  other  suitable 
treatment   on  the  possible  chance  of  the  tubal   inflammation 
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and  thickening  being  reduced.  This  she  agreed  to.  After 
three  days  in  the  home  she  was  suddenly  seized  with  much 
increased  abdominal  pain,  and  after  a  considerable  amount  of 
vaginal  haemorrhage,  passed  a  triangular  membranous  cast, 
evidently  from  the  uterus.  This  she  said  had  occurred  on 
each  of  the  previous  attacks,  but  as  her  medical  attendant  on 
the  first  occasion  considered  it  of  trivial  importance,  she  had 
not  mentioned  it  to  me  before. 

The  expulsion  of  the  membrane  naturally  turned  my 
attention  to  the  possibility  of  an  ectopic  pregnancy,  which  was 
endorsed  by  the  microscope  proving  it  to  be  of  a  decidual 
nature. 

Removal  by  laparotomy  was  at  once  decided  on.  "When 
the  abdomen  was  opened  a  considerable  amount  of  free  blood 
was  found  in  the  peritoneal  cavity  and  the  right  Fallopian 
tube  distended  by  an  apoplectic  ovum. 

The  left  Fallopian  tube  appeared  normal  though  thin  and 
somewhat  atrophic ;  its  abdominal  extremity,  however,  was 
closely  adherent  to  the  surrounding  tissues.  The  pregnant 
right  tube  was  removed,  and  the  left  tube  freed  from  its 
adhesions. 

The  two  cases  described  may  be  said  to  represent  the 
extremes  of  ectopic  pregnancy,  yet  they  both  form  typical 
examples  of  the  difficulties  which  may  beset  the  diagnosis  of 
the  condition.  In  both,  I  must  admit,  my  initial  diagnosis  was 
wrong,  yet  I  cannot  but  feel  that  a  tolerable  excuse  may  be 
pleaded  in  each  instance. 

In  Case  I.  the  comparative  absence  of  abdominal  pain,  the 
complete  amenorrhoea  and  physical  signs,  more  closely  simulated 
a  sacculated  pregnancy  than  the  real  condition.  Having  been 
fortunate  enough  to  have  had  the  rare  experience  of  attending 
a  typical  case  of  the  former,  the  symptoms  and  signs  appeared 
to  me  to  offer  no  other  solution,  which  was  further  enhanced 
by  the  passage  of  the  bougies  8  inches  into  the  uterine  cavity, 
and  the  detection  of  their  tips  by  palpation  close  to  the  foetal 
head  above  the  level  of  the  umbilicus. 
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In  Case  II.  the  sudden  attack  of  pelvic  inflammation 
shortly  after  marriage  and  its  recurrence  on  two  subsequent 
occasions,  with  the  irregularity  of  menstruation,  were  all 
strongly  suggestive  of  gonorrhoeal  salpingitis,  while  the 
annexual  thickening  and  adhesion  with  tenderness  on  palpation 
only  tended  to  corroborate  the  syinptoms. 

Naturally  there  is  no  absolute  proof  that  the  previous 
attacks  were  due  to  early  tubal  abortions;  but  when  the 
passage  of  uterine  casts  on  each  occasion  is  considered  it  seems 
to  offer  a  more  reasonable  diagnosis  than  any  other.  It  is 
with  much  interest  I  shall  watch  her  future  progress,  now  that 
the  left  tube  is  free  and  offers  the  opportunity  of  a  subsequent 
similar  condition.  The  thin  atrophic  state  of  the  tube 
certainly  makes  this  eventuality  more  probable.  It  may  be 
averred  that  I  have  not  considered  the  best  interests  of  my 
patient  in  allowing  this  possibility,  but  the  sweets  of  maternity 
in  a  young  married  woman  are  sufficiently  strong  to  outweigh 
the  risks  of  a  possible  fourth  ectopic  gestation.  The  recurrence 
of  extra-uterine  pregnancy  is  well  known.  In  my  own  limited 
experience  I  have  had  five  examples.  This,  however,  does 
not,  to  my  mind,  offer  an  excuse  for  the  sterilisation  of  the 
patient,  for,  at  the  worst,  should  it  recur,  modern  surgery  has 
diminished  the  risks  to  a  vanishing  point.  As  I  have  already 
stated,  my  main  object  in  bringing  this  paper  before  you  is  to 
emphasise  the  difficulties  which  may  present  themselves  in  the 
diagnosis  of  this  grave  condition.  In  a  typical  case  there  is  no 
diagnosis  more  simple.  A  woman  with  a  short  period  of 
amenorrhoea  followed  by  irregular  bleeding,  sudden  abdominal 
pain,  and  the  expulsion  of  a  uterine  cast,  offers  no  difficulty  to 
the  veriest  tyro  to  discern  her  possible  condition.  But  the 
occasions  where  these  typical  symptoms  are  absent  where  an 
ectopic  pregnancy  is  present,  or  present  when  it  is  absent, 
though  at  the  same  time  associated  with  apparently  definite 
physical  signs,  make  the  diagnosis  uncertain  even  in  the  most 
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experienced  hands.  It  is  well,  therefore,  that  typical  cases 
should  be  recorded  so  that  if  possible  more  light  may  be  thrown 
on  this  subject  of  such  anxious  importance  and  its  detection  if 
possible  simplified. 


Dr  Barlour  said  the  subject  interested  him  very  much, 
and  gave  some  of  his  experiences  with  similar  cases.  (No 
notes  taken  by  request.) 

Professor  Kynoch  had  not  very  much  to  offer  in  the  way 
of  criticism.  The  only  case  he  had  had  was  one  which  he 
showed  to  the  Society  many  years  ago,  and  which  resembled 
Dr  Haultain's  first  case.  With  regard  to  the  second  case, 
he  thought  it  was  most  important  to  emphasise  that  one 
ought  not  to  attach  too  much  importance  to  the  menstrual 
history  and  to  the  presence  of  decidual  casts.  Out  of  22 
cases  of  ectopic  pregnancy,  he  thought  in  half  of  them 
only  was  there  any  history  of  amenorrhoea  or  casts.  The 
danger  of  confounding  inflammatory  conditions  of  the  appendix 
with  ectopic  gestation  had  to  be  remembered. 

Dr  Fordycc  said  he  was  very  much  interested  in  both  of 
Dr  Haultain's  cases,  which  were  exceedingly  interesting.  It 
was  extraordinary  that  the  sound  could  be  passed  for  8  inches 
into  the  uterus,  and  it  was  a  point  which  was  apt  to  put 
one  off  the  scene  of  the  real  nature  of  the  case.  For  a 
considerable  time  in  teaching  he  had  been  in  the  habit  of 
warning  against  the  danger  of  an  impacted  gravid  uterus 
being  mistaken  for  ectopic  pregnancy;  in  9  cases  out  of 
10  it  was  an  impacted  gravid  uterus  and  not  ectopic  pregnancy. 
In  2  cases  he  had  seen  very  profuse  haemorrhage  produced 
by  the  Eesident  trying  to  replace  an  impacted  gravid  uterus, 
consequently  he  always  emphasised  that  point.  It  was  also 
interesting  to  hear  that  Dr  Haultain  had  had  a  case  of 
sacculated  uterus.     In  every  case  he  (Dr  Fordyce)  had  seen 
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of  sacculated  uterus  there  had  been  also  extra-uterine  gestation 
— Dr  Barbour  referred  to  two  of  them.  Some  people,  he 
believed,  doubted  the  possibility  of  a  sacculated  uterus,  and 
said  that  most  cases  of  that  description  were  those  in  which 
there  had  been  a  rupture  into  the  broad  ligament.  Further, 
the  absence  of  pain  in  Dr  Haultain's  case  was  very  interesting. 
While  in  Manchester  recently  a  case  of  abdominal  tumour 
was  brought  into  hospital  for  operation.  The  patient  had 
been  pregnant,  but  as  nothing  had  happened  for  four  months 
after  the  appointed  period  was  passed  that  diagnosis  was 
given  up.  There  had  been  a  perfectly  normal  course  during 
pregnancy  and  not  a  single  bad  symptom.  Dr  Fothergill, 
who  operated,  said  the  diagnosis  made  was  a  broad  ligament 
cyst.  The  surgeon  enucleated  the  cyst  and  then  drew  out 
a  very  large  foetus,  weighing  9  lbs.  It  was  really  a  case 
of  ectopic  gestation.  The  expulsion  of  a  cast  was,  of  course, 
comparatively  rare.  He  had  found  it  in  3  cases  out  of  7,  and 
then  had  hardly  seen  one  since.  He  thought  the  expulsion 
of  a  cast  was  very  frequently  mistaken  for  an  early  abortion. 
To  mistake  a  pyosalpinx  for  an  extra-uterine  gestation  had 
been  the  experience  of  all.  He  had  operated,  in  Dr  Barbour's 
absence,  on  a  case  sent  into  hospital  by  a  very  competent 
doctor,  diagnosed  as  an  ectopic  gestation.  There  had  been 
haemorrhage  and  pain.  It  was  found  to  be  simply  a  well- 
marked  pyosalpinx,  and  he  had  seen  that  mistake  made  once 
or  twice  before.  Cases  of  extra-uterine  gestation  were  the 
most  interesting  which  one  came  across. 

Br  Lamoncl  Lackie  had  seen  a  sacculated  uterus  at  full 
time  in  a  patient  of  Sir  Halliday  Groom's,  She  went  into 
labour  and  they  were  prepared  to  do  a  Csesarean  section,  but 
by  a  curious  mechanism  the  sacculated  part  went  up  and  the 
head  descended  naturally.  There  was  great  difficulty  in 
getting  the  placenta  away.  He  was  most  interested  in  Dr 
Haultain's   cases,    and   had   had   the   privilege   of   seeing    the 
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one  in  which  the  sound  went  in  8  inches.  He  had  also  seen 
just  the  opposite  condition — where  the  sound  went  in  only 
3  inches ;  however,  in  two  days  that  patient  aborted. 

Dr  James  Ritchie  said  these  cases  were  of  great  interest, 
and  if  one  of  Dr  Haultain's  experience  had  difficulty,  how 
much  more  would  those  of  less  experience  have.  In  the 
second  case  it  was  wonderful  that  there  were  so  few  symptoms. 
Were  the  attacks  tubal  abortions  ? 

Dr  YovMg  had  listened  with  the  greatest  attention  to  Dr 
Haultain's  paper  and  felt  a  slight  feeling  of  disappointment 
that  he  had  not  included  in  his  list  of  cases  the  very  interesting 
and  unique  specimen  which  he  showed  some  time  last  year,  if 
he  remembered  rightly,  and  which  presented  some  difficulty  in 
diagnosis — where  the  foetus  had  become  completely  excluded 
from  the  tube.  The  tube  had  closed  in  and  gave  room  only  for 
the  exit  of  the  umbilical  cord.  Had  that  case  been  included  it 
would  have  enhanced  the  interest  of  the  series  of  cases. 

The  President  had  listened  with  great  pleasure  to  the  paper, 
and  it  was  very  satisfactory  that  it  had  given  rise  to  so  much 
discussion.  The  first  case  reminded  him  of  one  of  extra-uterine 
pregnancy  which  Dr  Webster  had  published ;  in  that  instance 
an  ordinary  pregnancy  was  diagnosed,  but  on  examination 
under  chloroform  it  was  found  that  the  uterus  was  separate. 
They  had  all  seen  sacculation  in  early  pregnancy.  With  regard 
to  the  diagnosis  of  ectopic  pregnancy,  he  used  to  have  the 
impression,  and  it  was  an  imjDression  which  many  people  had, 
that  the  uterus  must  necessarily  be  enlarged ;  but  it  was  by  no 
means  always  the  case,  and  he  remembered  two  cases  in  which 
the  diagnosis  was  doubtful  in  which  the  uterus  was  normal. 
In  one  of  these  cases  the  condition  was  thought  to  be  either  a 
twisted  pedicle  or  a  pyosalpinx ;  it  turned  out,  however,  to  be 
extra-uterine  gestation,  and  yet  the  uterus,  as  measured  by  the 
sound,  seemed  to  be  perfectly  normal.  He  quite  agreed  with 
Dr  Fordyce  as  to  the  difficulty  in  diagnosis  between  a  gravid 
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retroverted  uterus  and  an  extra-uterine  gestation,  and  also  that 
there  was  nothing  more  dangerous  than  trying  to  replace  what 
seemed  to  be  a  retroverted  uterus,  but  what  was  really  an 
ectopic  pregnancy. 

Dr  Haultain,  in  reply,  thanked  the  Society  for  the  apprecia- 
tion awarded  to  his  paper.  He  quite  agreed  with  Prof.  Kynoch 
as  to  the  comparative  rarity  with  which  one  got  decidual  casts 
and  also  amenorrhoea.  On  a  previous  occasion  he  had  read 
a  paper  before  the  Society  drawing  attention  to  the  various 
symptoms  associated  with  extra-uterine  pregnancy,  and  he 
thought  he  had  shown  that  the  most  common  symptom  was 
amenorrhoea,  while  the  rarest  of  all  was  the  decidual  cast. 
"With  regard  to  the  question  of  sacculation  of  the  gravid  uterus, 
he  was  perfectly  sure  that  such  a  thing  did  exist,  because  he 
happened  to  examine  a  patient  with  this  condition  in  her  first 
pregnancy.  The  head  of  the  foetus  was  well  down  below  the 
cervix,  which  was  high  up.  He  was  prepared  for  great  difi&- 
culty  during  labour,  and  was  ready  with  knives  sharpened  for 
Cesarean  section.  When  called  to  the  patient  he  found  the 
cervix  soft  and  easily  dilatable ;  the  head  came  right  down,  and 
there  was  no  difficulty  whatever.  It  was  one  of  the  easiest 
labours  he  had  attended.  The  lady  was  not  known  to  be 
pregnant  at  all,  because  there  was  so  much  of  the  baby  in  the 
pelvis  that  it  did  not  show,  and  there  was  no  little  surprise  in 
the  surrounding  neighbourhood  when  it  was  known  that  ]\Irs 
So-and-So  had  had  a  baby. 

Dr  Fordyce  asked  if  there  was  nothing  more  than  the  head 
in  the  pelvis. 

Dr  Haultain  said  just  the  head  and  neck.  The  head  was 
down  practically  on  the  perineum.  The  patient  did  not  look 
more  than  about  six  months  pregnant  the  whole  time. 

The  old  teaching  about  the  size  of  the  uterus  in  extra- 
uterine gestation  was  a  myth;  it  might  be  in  some  cases,  but 
as  far  as  the  passing  of  the  sound  was  concerned,  it  was  of  no 
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importance,  and  he  would  never  depend  upon  the  size  of  the 
uterus  for  diagnosis. 

He  was  sorry  he  had  not  mentioned  the  case  Dr  Young 
referred  to,  hut  he  had  merely  taken  these  two  cases  as  illus- 
trations of  the  difficulty  in  diagnosis. 

There  was  one  point  on  which  no  one  had  given  him  any 
help,  namely  whether  or  not  the  second  case  was  one  of  repeated 
extra-uterine  pregnancy  ?  There  were  three  attacks,  and  the 
woman  was  in  bed  for  six  w'eeks  on  each  occasion,  and  there 
was  severe  abdominal  pain  each  time.  In  the  first  attack  the 
left  side  was  affected,  in  the  second  and  third  the  right;  it 
looked  extremelv  like  a  recurrence. 


VIII.  CHORIO-ANGIOMA  OF  THE  PLACENTA. 

With   Lantern  Demonstration. 

By  Dr  R.  W.  -Johnstone,  M.A.,  ^I.D.,  F.E.C.S.,  M.E.C.P.E.,  Assist- 
ant to  the  Professor  of  Midwifery,  L'niversity  of  Edinburgh ; 
Externe  Assistant  Physician,  Pioyal  Maternity  Hospital;  Physician 
Accoucheur,  Xew  Town  I  )i.spensary,  Edinburgh. 

Tc.MOUKS  of  the  placenta  aic  of  interest  on  account  not  only  of 
their  extreme  rarity,  but  also  of  their  structure  and  origin.  I 
therefore  felt  that  the  Fellows  of  the  Society  would  be 
interested  to  see  the  specimen  which  I  am  able  to  show 
to-night.  So  far  as  I  have  been  able  to  discover,  this  is  the 
seventy-fiirst  case  of  a  genuine  tumour  of  the  placenta  (exclud- 
ing cysts)  that  has  been  recorded.  The  actual  incidence  of  the 
tumours  is,  however,  probably  not  so  rare,  for  one  or  two 
observers  have  recorded  more  than  one,  and  all  the  cases  have 
been  discovered  in  hospital  or  institutional  practice.  In  the 
Transactions  of  the  Edinburgh  Obstetrical  Society  I  have  found 
no  record  of  any  such  tumour  having  been  shown ;  and  in  the 
Tra.nsactions   of  the  London  Obstetrical  Society  only  two — one 


PLATE   I. 


Bunch  of  lobules  arranged  to  show  the  pedicles. 
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PLATE   II. 


Constriction  in  vein 
at  base  of  cord. 


Foetal  surface  of  Placenta. 

The  tumour  is  situated  at  the  lower  left  hand  edge  of  the  placenta.    Note  the  vessels  passing  direct  to 
it,  and  the  definite  constriction  of  one  large  vessel  near  the  insertion  of  the  cord. 
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At  this  point  the  chorionic  epithelial  covering  is  particularly  exuberant. 
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l»y  Galabin  in  1885,  and  one  in  the  beginning  of  this  year 
by  Drummond  Maxwell  (8).  Strangely  enough,  I  had  the 
opportunity  of  seeing  still  another  specimen  this  summer, 
which  has,  I  believe,  been  shown  to  the  Pathological  Society 
at  their  recent  meeting  at  Newcastle  by  Dr  Stuart  M'Donald. 
It  is  interesting,  too,  to  recall  the  fact  that  the  first  observation 
on  the  subject  was  made  by  an  English  physician,  John  Clarke, 
in  the  Philosophical  Transactions,  London,  in  1795. 

The  patient  from  whom  this  specimen  was  obtained  entered 
the  Eoyal  Maternity  Hospital,  Edinburgh,  in  December  1911, 
during  Professor  Sir  Halliday  Groom's  service,  and  I  gladly 
take  this  opportunity  to  acknowledge  his  kindness  in  giving 
me  freedom  to  examine  and  describe  the  specimen. 

The  patient  was  a  woman  of  25,  who  had  had  two  normal 
labours  previously  and  no  miscarriages.  The  last  menstruation 
had  been  in  April  1911.  She  complained  of  never  having  felt 
quite  well  during  this  last  pregnancy,  and  in  the  last  two 
months  the  abdomen  increased  rapidly  in  size.  Latterly  it 
caused  some  difficulty  in  breathing,  and  for  a  fortnight  she  had 
had  considerable  dyspnoea,  which  prevented  her  from  sleeping. 
Eor  some  weeks  she  had  felt  a  vague  pain  all  over  the 
aljdomen. 

On  examination  the  abdomen  was  found  distended  beyond 
the  size  of  a  full-term  pregnancy,  and  a  network  of  distended 
veins  was  noticed  coursing  over  the  surface.  The  patient  was 
suffering  from  marked  dyspnoea.  The  pulse-rate  was  96, 
regular  but  weak.     The  os  uteri  admitted  one  finger. 

The  patient  was  put  to  bed,  the  intention  being  to  induce 
labour  the  following  morning.  At  10.30  p.m.,  however,  pains 
began  spontaneously  and  continued.  The  dilatation  was  slow, 
and  the  patient's  distress  considerable,  so  the  membranes  were 
ruptured  above  the  foetal  head,  and  6  pints  of  fluid  allowed 
to  escape.  After  this  the  labour  proceeded  normally,  and  at 
3.10  A.M.  the  child  was  born.  It  was  obviously  premature,  and 
only  survived  twenty  hours.  The  placenta  required  to  be 
expressed.     The  patient's  recovery  was  uneventfuL 
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The  Placenta  measures  6  inches  by  7  inches,  and  the  greater 
part  of  it  is  quite  normal  in  appearance. 

Maternal  Surface. — At  one  side  of  the  placenta  there  is  a 
mass  of  smooth,  greasy-looking  lobules  of  various  sizes,  packed 
together  into  a  fairly  compact  tumour  measuring  3  inches  by  4i 
inches.  Eepeated  examination  of  the  tumour  has  loosened  the 
arrangement  of  the  component  lobules,  which  may  be  seen  to  vary 
in  size  from  that  of  a  large  pea  to  that  of  a  plum.  Some  of  the 
lobules  on  the  extreme  edge  of  the  tumour  were  detached  by  a 
mere  touch.  Most  of  them  are  attached  to  fine  pedicles 
composed  of  one  or  two  delicate  vessels  bound  together  in  a 
sheath.  The  arrangement  of  several  groups  of  lobules  was 
very  like  that  of  a  bunch  of  grapes  on  a  stalk  (Plate  I.).  The 
uterine  surface  of  each  lobule  has  a  greasy,  gelatinous  appear- 
ance, most  marked  at  the  edges,  where  the  lobules  are  moulded 
upon  each  other  and  facetted  like  a  collection  of  gall  stones. 
Several  lobules  bear  the  impression  of  the  vascular  pedicle  as  a 
distinct  gutter  mark  running  over  one  or  more  surfaces. 

Foetal  Surf  ace  (Plate  II.). — The  cord  is  inserted  eccentrically 
towards  the  opposite  end  of  the  placenta.  It  is  thick  and 
apparently  normal.  The  tumour  is  seen  to  lie  in  a  crescentic 
bay  in  the  edge  of  the  normal  placental  tissue,  its  surface 
being  raised  above  the  level  of  the  normal  part,  and  separated 
from  it  by  a  definite  furrow.  The  tumour  has  the  same 
greasy  appearance  as  on  the  uterine  surface.  One  or  two 
large  vessels  run  direct  from  the  base  of  the  cord  to  the 
tumour,  over  which  they  ramify,  sending  branches  at  right 
angles  down  towards  the  uterine  surface — to  which  branches 
the  lobules  are  attached  as  described.  At  the  base  of  the 
cord  these  vessels  are  exceptionally  thick,  one  being  as  thick 
as  the  little  finger.  This  vessel  shows  a  very  decided  constric- 
tion just  at  the  base  of  the  cord.  The  amnion  passes  normally 
over  the  entire  surface  of  the  placenta  and  strips  readily  from 
the  chorion. 
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The  tumour  appears  to  be  separated  from  the  normal 
portion  of  the  placenta  by  a  connective-tissue  capsule,  but 
microscopic  examination  reveals  that  this  is  not  so.  On 
section  the  individual  lobules  show  a  gelatinous  appearance 
at  the  edges  and  superficially.  The  deeper  parts  look  quite 
homogeneous  in  structure  and  are  dark  crimson  in  colour. 

The  entire  placenta  was  hardened  in  5  per  cent,  formalin 
solution  and  sections  cut  from  various  parts  of  the  tumour, 
placenta,  and  cord.  Examination  showed  that  the  various 
lobules  were  all  identical  in  the  essentials  of  their  structure. 

Microscopic  Examination. 

The  covering  of  each  lobule  consists  of  chorionic  epithelium 
(Plate  III.).  Both  layers  can  be  detected  at  many  points.  The 
most  persistent  appearance  is  that  of  large,  more  or  less  regular, 
rounded  cells  with  large  oval  or  polygonal  nuclei.  These  are 
the  representatives  of  Langhans's  layer.  Outside  these  a 
plasmodial  layer  is  every  here  and  there  visible  with  smaller 
and  more  deeply  staining  nuclei  grouped  together.  This  is  the 
syncytium.  The  thickness  of  the  covering  varies  considerabh', 
but  it  is  never  lost.  At  some  points  it  is  quite  exuberant,  at 
others  only  a  thin  film  of  syncytium  is  to  be  seen. 

Where  the  vessels  forming  the  pedicles  enter  the  lobules, 
the  covering  is  reflected  over  them,  enclosing  them  in  a  sheath. 
The  lobules  lying  in  direct  contact  with  the  chorionic  membrane 
liave  no  pedicle,  their  structure  being  directly  continuous  with 
the  connective-tissue  layer  of  that  membrane.  Their  other  sur- 
faces are,  however,  covered  with  the  two  layers  of  epithelium  like 
the  rest. 

Suhstance  of  the  Lobules. — Immediately  under  the  epithelial 
covering  we  find  a  layer,  varying  greatly  in  thickness  at 
different  parts,  most  marked  at  the  edges  and  corners,  and 
sometimes  altogether  absent,  of  very  elementary  and  delicate 
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connective  tissue.  The  fibrils  form  a  loose  network,  rather 
resembling  a  myxomatous  tissue.  It  is  this  tissue  that  gives 
rise  to  the  gelatinous  appearance  of  the  edges  of  the  lobules, 
and  has  led  to  many  of  the  specimens  being  identified  with 
myxomata  (Plate  IV.,  Fig.  1). 

Below  this  delicate  layer  lies  the  characteristic  structure  of 
the  tumour.  Briefly  it  consists  of  an  enormous  number  of 
capillaries  gorged  with  foetal  blood,  and  supported  by  a  fine 
connective-tissue  stroma.  Here  and  there  the  vessels  are  large 
and  have  the  ordinary  structure  of  arteries  and  veins,  but  for 
the  most  part  they  are  capillaries  with  walls  consisting  of  a 
single  layer  of  endothelium  (Plate  IV.,  Fig.  2).  In  many  parts 
the  capillaries  are  so  fine,  and  so  numerous,  and  so  full  of  blood, 
that  the  appearance  is  very  like  that  of  a  haemorrhage  into  the 
stroma.  I  believe,  however,  that  there  is  no  actual  haemorrhage, 
for  such  areas  pass  gradually  into  others  in  which  the  capillary 
structure  may  be  clearly  seen,  and  even  in  the  middle  of  these 
hffimorrhage-like  areas  one  can  detect,  amidst  the  jostling  crowd 
of  blood  corpuscles,  the  dark  elongated  nuclei  of  the  endothelial 
cells  of  the  capillary  walls. 

Sections  through  the  part  where  the  tumour  and  the 
normal  placenta  are  contiguous  show  that  the  villi  next  the 
tumour  are  compressed,  and  in  many  cases  they  show  fibrinous 
degeneration.  Here,  as  elsewhere,  the  tumour  is  covered 
with  chorionic  epithelium.  There  is  therefore  no  proper 
capsule,  but  only  a  layer  of  flattened  and  degenerate  villi 
and  fibrin  (Plate  V.). 

An  interesting  point  is  that  at  no  point  on  the  uterine 
surface  of  the  tumour  was  there  any  decidua  visible,  either  to 
the  naked  eye  or  under  the  microscope.  In  other  words, 
there  is  no  true  "maternal"  surface  to  the  tumour,  which 
had  no  intimate  connection  w4th  the  uterine  wall,  and  there- 
fore took  no  part  in  the  ordinary  functional  exchanges  of  the 
placenta. 
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With  regard  to  the  70  cases  of  placental  tumour  that 
have  heen  recorded,  it  may  he  ohserved  in  a  word  that  the 
great  majority  of  them  correspond  very  closely  to  this 
specimen  in  their  essential  structure.  It  is  true  that  they 
have  been  described  under  some  dozen  different  titles,  such 
as,  "myxoma  fibrosum  chorii,"  "angioma  placentre,"  "fibrosis 
chorii,"  "  fibromyoma  placentae,"  "  chorioma  placentae,"  and 
the  like,  but,  according  to  Pitha  (1),  who  has  gone  very  fully 
into  this  point,  the  essential  structure  in  most  cases  is  very 
much  what  has  been  described.  The  main  feature  is  the 
presence  of  an  enormous  number  of  capillary  vessels  filled 
with  blood.  Further,  careful  study  of  the  sections  shows 
that  one  is  dealing,  not  with  an  organising  haemorrhage,  nor 
with  a  haemorrhage  into  a  myxomatous  tumour,  but  with  an 
angioma,  whose  vessels  are  supported  by  a  stroma,  which  in 
parts  is  myxomatous  in  type. 

The  question  remains.  From  what  structure  does  this 
angioma  develop  ?  I  believe  that  the  chorionic  origin  of 
these  tumours  may  be  taken  as  proved.  Each  lobule  in  the 
specimen  before  us  is  made  up  of  exactly  the  same  tissues 
as  a  chorionic  villus — a  covering  of  two  layers  of  chorionic 
epithelium,  delicate  embryonic  connective  tissue,  and  capil- 
lary vessels.  Further,  as  was  pointed  out  by  Virchow,  the 
stalked  arrangement  of  the  lobules  at  once  suggests  that 
the  tumour  arose  in  a  bunch  of  early  villi;  while  the  fact 
that  the  pedicles  are  so  thin  indicates  that  the  angiomatous 
lobules  have  developed  in  the  terminal  branches  of  the  villi. 

The  cause  of  this  angiomatous  development  has  given  rise 
to  some  discussion.  It  has  been  suggested  that  it  was  the 
result  of  some  inflammatory  condition  of  the  deciduse.  But 
the  definitely  localised  nature  of  the  tumour  argues  against 
that,  or  any  other  theory  based  upon  maternal  conditions. 

There  is  some  indication  that  interference  with  the  foetal 
circulation  is  associated  with  the  condition,  in  the  fact  that 
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almost  invariably  the  tumour  has  a  special  blood  supply  direct 
from  the  base  of  the  cord.  The  typically  congested  condition 
of  the  tumour  points  to  some  obstruction  in  this  special 
circulatory  arrangement,  but  in  all  probability  such  obstruction 
is  purely  local,  due  perhaps  to  some  kink,  or  constriction,  or 
excessive  tortuosity  in  the  vessels.  In  the  present  specimen 
there  was  very  decided  constriction  in  a  large  vein  passing 
direct  from  the  tumour  to  the  cord,  with  a  considerable 
varicosity  on  the  tumour  side  of  it.  This  would  certainly 
cause  a  distinct  degree  of  venous  stasis  in  the  capillaries  of  the 
villi  supplied  by  it,  and  it  is  quite  possible  that,  if  such  an 
obstruction  came  into  play  at  a  very  early  stage  of  development, 
it  might  stimulate  the  capillary  loops  in  the  branches  of  the 
villi  to  this  angiomatous  overgrowth,  AVe  know,  for  example, 
that  ligature  of  the  hepatic  vein  may  cause  the  development  of 
angioma  in  the  liver  (9). 

In  some  recorded  cases  the  tumour  has  taken  the  form  of 
a  distinctly  succenturiate  mass,  pointing  to  the  probability  that 
the  circulatory  disturbance  has  affected  an  entire  primitive 
cotyledon  of  the  placenta.  The  most  probable  theory  would 
therefore  appear  to  be  that  we  are  dealing  with  what  is 
primarily  an  abnormal  vascularisation  of  a  primitive  cotyledon 
(or  cotyledons),  and  that  the  occurrence  of  some  obstruction 
in  this  abnormal  vascular  supply  results  in  the  enormous 
angiomatous  overgrowth.  This  view  places  the  origin  of  the 
tumour  as  far  back  as  the  third  week  of  intrauterine  life. 

The  literature  of  the  subject  shows  that  in  many  cases 
the  presence  of  the  tumour  in  no  way  affected  the  course  of 
the  pregnancy  or  labour.  In  others,  as  in  the  present  case, 
there  has  been  a  degree  of  hydramnios  leading  to  premature 
labour,  with  the  subsequent  death  of  the  child.  This  associa- 
tion is  interesting  but  not  surprising,  for  we  know  that 
hydramnios  is  often  due  to  interference  with  the  foetal  circula- 
tion.    In   several   cases   the   placenta  was  adherent,  but    the 
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abnormal  adhesions  appear  to  have  been  in  the  functionating 
part  of  the  placenta.  In  itself  the  tumour  appears  to  exert 
no  influence  directly  on  the  pregnancy  or  labour,  or  upon  the 
subsequent  life  and  health  of  the  child. 

Kefekexces. 

1.  PiTHA. — Ann.  de  t/i/n.  ct  d'ohstet.,  Paris,    1906,    2me   serie, 

tome  iii.,  pp.  232,  269,  360 — contains  references  to  62 
cases. 
Other  cases  have  been  recorded  by: — 

2.  PtiES. —  Trans.  Gyn.  Soc.  of  Chicago,  1904 — 1  case. 

3.  Eggel,  Zentr.f.  Gyn.,  1905,  No.  49,  S.  1505—1  case. 

4.  BuTTEKMANN. — MonatscJir.  f.  Geb.  u.  Gyn.,  Bd.  xxii.,  S.  591 — 

2  cases. 

5.  Bertoloni. — Ginecologia,  1910,  Heft  16 — 1  case. 

6.  KuMMER. — Inaug.  Dissert.,  Strassburg,  1911;  Zentr.f.  Gyn., 

1912,  No.  1—1  case. 

7.  VlANA. — Monatschr.f.  Geb.  u.  Gyn.,  Bd.  xxii.,  S.  451 — 1  case. 

8.  Maxwell. — Proe.  Roy.  Soc.  of  Med.,  London,  1912,  vol.  v., 

No.  4,  p.  115. 

9.  JoRES. —  Virchoio's  Archiv.,  Bd.  clxi..  Heft  3. 


Dr  Barbour  said  he  would  like  to  know  the  nature  of  the 
occurrence.  It  was  not  at  all  inconceivable  that  even  a  single 
villus  could  account  for  the  extensive  growth  seen  under  the 
microscope. 

Dr  B.  P.  Watson  said  it  was  an  exceedingly  interesting 
paper,  and  they  had  had  a  very  clear  description  given  them. 
After  most  of  the  descriptions  one  read  one  was  no  wiser  at  the 
end  than  at  the  beginning,  but  Dr  Johnstone  had  been  very 
lucid,  and  had  brought  out  that  the  tumour  was  certainly  of 
chorionic  origin.  Dr  Barbour  would  have  difficulty,  he 
thought,  in  tracing  it  to  a  single  villus. 
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Dr  Fordyce  asked  if  this  tumour  was  similar  to  that 
described  by  Dr  Maxwell,  because  he  had  seen  the  tumour  and 
the  demonstration  that  was  given  by  Dr  Maxwell,  and  it 
seemed  quite  different. 

Dr  Johnstone  replied  that  Dr  Maxwell's  tumour  was 
separate  from  the  placenta  and  had  no  chorionic  investment. 

Dr  Young  thanked  Dr  Johnstone  for  the  interesting 
manner  in  which  he  had  demonstrated  his  case.  He  was  not, 
however,  quite  satisfied  that  Dr  Johnstone  was  justified  in 
giving  the  title  to  his  paper  which  he  had  done.  He  was  not 
convinced  that  there  was  sufficient  new  production  of  vascular 
tissue  to  justify  "angioma."  There  was  no  doubt  an  increase 
of  the  connective  tissue  and  blood-vessel  tissue,  but  the 
condition,  to  his  mind,  was  suggestive  of  haemorrhage  rather 
than  of  increase  of  blood-vessels ;  he  would  have  felt  inclined 
to  call  it  a  myxomatous  condition  with  haemorrhage ;  that, 
however,  was  only  a  matter  of  opinion,  and  only  based  on  the 
description  which  he  had  heard  that  night.  The  case  was  one 
of  very  great  interest  indeed. 

Dr  Jame^  Ritchie  asked  in  how  many  cases  myxomatous 
tissue  was  found. 

The  President  was  surprised  at  the  small  amount  of 
growth  in  the  placenta,  and  not,  as  Dr  Barbour  was,  at 
the  large  amount.  When  one  had  a  real  angiomatous 
tumour,  one  expected  it  to  grow  to  an  enormous  size.  In 
the  recorded  cases  one  noticed  that  these  chorio-angiomatous 
conditions  were  chiefly  met  with  at  the  edge  of  the  placenta, 
and,  as  Dr  Johnstone  had  shown,  they  all  grew  from 
pedicles. 

Dr  Johnstone  replied  that  it  was  probable  the  tumour  really 
rose  from  a  group  of  villi,  and  probably  at  the  very  beginning 
there  was  some  peculiarity  in  the  vascular  state  of  these  villi, 
which  peculiarity  gave  that  group  of  villi  an  increased  vascular 
supply.     If  there  was  an  ol)struction  in  one  of  these  vessels  it 
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might  be  sufficient  to  start  such  a  condition.  Tlie  branches  of 
the  villi  became  swollen  up  and  the  stalks  of  the  villi  were 
represented  by  these  vascular  pedicles.  With  regard  to  the 
size  of  the  tumour  of  the  placenta,  in  no  case  recorded  had  the 
tumour  occupied  more  than  a  quarter  of  the  placenta.  It  had 
been  variously  situated,  sometimes  at  the  edge,  sometimes  in 
the  middle,  but  more  commonly  at  the  edge  of  the  placenta. 
In  answer  to  Dr  Eitchie,  the  myxomatous  layer  had  been 
described  in  a  good  many  cases  but  not  in  all  of  them.  He  had 
simply  adopted  the  term  for  the  condition  which  had  been 
adopted  by  all  recent  writers  about  these  tumours.  He  did 
not  think  that  Dr  Young,  after  he  had  examined  the  actual 
slides,  would  continue  for  one  moment  to  regard  the  condition 
as  the  result  of  a  hsemorrhage. 
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CASE  OF  FIBROID  OF  UTERUS  (SHOWING  UNUSUAL 
FORM  OF  CYSTIC  CHANGE),  REMOVED  BY  SUPRA- 
VAGINAL HYSTERECTOMY,  WHERE  SEVERE  POST- 
OPERATIVE HEMORRHAGE  OCCURRED  FROM  A 
CORPUS  LUTEUM,  NECESSITATING  REOPENING  OF 
THE  ABDOMEN  AND  REMOVAL  OF  THE  OVARY. 

By  James  Haig  Ferguson,  M.D.,  F.R.C.P.,  F.R  C.S.(Edin.). 

The  following  case  of  severe  intra-peritoneal  haemorrhage  from 
a  corpus  luteum  is  of  considerable  interest  at  this  time,  as 
gynaecologists  are  now  again  recognising  that  bleeding  into  the 
pelvis  may  be  due  to  other  causes  than  rupture  of  an  ectopic 
pregnancy.  I  am  inclined,  from  my  experience  in  abdominal 
surgery,  to  think  that  a  certain  degree  of  haemorrhage  into  the 
peritoneal  cavity,  ovarian  in  origin,  is  by  no  means  an 
uncommon  occurrence  at  the  menstrual  periods,  and  that  it 
may  in  some  cases  be  partly  accountable  for  the  pelvic  pain 
often  associated  with  the  catamenia. 

Cases  have  been  recorded  of  severe  pelvic  haemorrhage  from 
rupture  of  small  blood  cysts  or  haematomata  of  the  ovary 
(occurring  in  sclero-cystic  degeneration  of  the  ovary),  and  even 
apparently  from  fairly  normal  ovaries  at  the  menstrual  periods 
(Spencer,  Lockyer),  not  to  speak  of  the  possibility  of  haemorrhage 
from  the  non-pregnant  tubes  themselves.  A  ruptured  vessel 
on  the  surface  of  a  uterine  fibroid  has  been  observed  more  than 
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once  as  a  cause  of  pelvic  hsemorrhage,  and  these  do  not  exhaust 
the  possible  sources  of  such  bleeding,  apart  altogether  from 
extra-uterine  gestation.  The  case  I  am  about  to  record  is, 
however,  of  special  interest  to  the  abdominal  surgeon  as  reveal- 
ing a  source  of  post -operative  intraperitoneal  hccmorrhage 
which  hitherto  has  been  practically  unconsidered.  Fortunately 
it  must  be  very  rare,  at  least  to  the  extent  of  producing  serious 
manifestations.     The  case  is  as  follows : — 

Mrs  D.,  a3t.  37,  recommended  to  my  care  by  Dr  John 
Gumming,  and  admitted  to  nursing  home,  23rd  October  1911. 
Nine  months  previously  the  patient  first  noticed  a  firm  swelling 
in  the  lower  part  of  the  abdomen,  which  has  been  steadily 
enlarging.  Associated  with  the  swelling  there  has  been  almost 
constant  discomfort  and  a  feeling  of  heaviness.  There  was  no 
actual  pain  unless  the  tumour  was  pressed  upon. 

Pregnancies. — Two  children,  16  and  12  years  old  respectively. 

Menstrual  History. — Eegular,  no  monorrhagia  or  metror- 
rhagia. Severe  pain  in  the  lower  abdomen  while  the  flow 
lasted. 

For  the  past  twelve  years  there  has  been  prolapse  of  the 
vaginal  walls  and  cystocele. 

There  is  no  evidence  of  htemophilia. 

Diagnosis. — Soft  fibromyoma  of  uterus  the  size  of  a  foetal 
head,  probably  undergoing  cystic  degeneration. 

Operation  on  26th  October  1911. — I  removed  the  tumour  by 
supra-vaginal  hysterectomy.  The  operation  was  a  simple  one. 
Both  ovaries  and  tubes  were  left  behind  as  they  were  quite 
healthy.  At  the  time  of  the  operation  a  large  corpus  luteum 
was  noticed  on  the  surface  of  the  right  ovary,  and  I  called 
attention  to  it  merely  as  a  point  of  interest. 

The  fibroid  tumour  on  section  was  found  to  be  made  up  of 
innumerable  small  fibroids,  many  of  which  had  a  focus  of 
mucoid  degeneration  in  the  centre.  It  grew  from  the  fundus 
uteri,  and  spread  out  laterally  in  the  abdomen.  There  was  no 
malignancy. 

The  operation  was  performed  at  9.30  A.M.,  the  patient  was 
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back  in  bed  soon  after  10,  with  a  quiet  pulse  of  about  80.  She 
lost  very  little  blood  at  the  operation.  Her  condition  remained 
quite  satisfactory  till  5  p.m.  when  the  nurse  noted  she  looked 
very  pale.  The  pulse  was  then  90,  and  the  nurse  thought  the 
pallor  was  due  to  some  post- operative  shock. 

At  7  P.M.  (evening  of  the  same  day)  the  nurse  noticed  that 
the  pulse  was  above  100.  At  8.30  p.m.  the  pulse  had  risen 
to  130  and  was  very  weak — at  times  it  was  almost  uncountable. 
The  pallor  of  the  face  and  conjunctivae  had  increased,  and  the 
respirations  had  become  rapid  and  sighing.  The  patient  was 
mentally  bright,  and  all  the  symptoms  pointed  to  intra- 
abdominal haemorrhage.  The  abdomen  was  rigid,  but  not 
visibly  distended — the  rigidity  was  in  part,  of  course,  accounted 
for  by  the  presence  of  the  wound.  There  was  some  dulness 
in  the  flanks.  The  source  of  the  haemorrhage  was  obscure, 
as  all  the  ligatured  vessels  were  retro-peritoneal.  At  9  p.m. 
a  little  chloroform  was  administered  and  I  proceeded  to  re- 
open the  abdomen.  Before  beginning,  a  cannula  was  intro- 
duced by  Dr  Young  into  the  right  median  cephalic  vein,  and 
during  the  operation  2  pints  of  saline  fluid  were  slowly  poured 
into  the  circulation. 

On  opening  the  wound  a  large  quantity  of  clotted  and  fluid 
blood  was  found  in  the  abdominal  cavity.  On  clearing  the 
most  of  it  out  to  penuit  an  examination  of  the  pelvis,  I  found 
that  the  source  of  the  haemorrhage  was  the  ruptured  corpus 
luteuni  on  the  surface  of  the  right  ovary.  I  quickly  removed 
the  ovary  and  tube,  cleared  out  as  much  as  possible  of  the 
extravasated  blood,  and  hurriedly  closed  the  abdomen,  after 
leaving  a  couple  of  pints  of  saline  in  the  peritoneal  cavity. 
In  the  earlier  part  of  the  operation  the  patient  was  pulseless, 
and  her  condition  gave  rise  to  grave  anxiety.  Thanks  to  the 
saline  infusion,  however,  the  pulse  became  more  and  more 
perceptible,  and  by  the  end  of  the  operation  it  was  down  to 
120,  though  still  weak.  During  the  night  it  steadily  gained 
in  strength,  and  the  patient  made  a  steady,  rapid,  and  un- 
eventful recovery. 

It  seems  certain  that  the  haemorrhage  in  this  case,  which 
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Inust  be  recbgnised  as  one  of  unusual  interest  and  importance, 
had  come  from  the  corpus  luteum,  which  had  probably  been 
bruised  during  the  handling  at  the  first  operation  in  the 
morning.  It  is  unlikely  that  it  was  ruptured  completely  at 
the  first  operation,  as  had  that  been  the  case,  the  haemorrhage 
which  it  subsequently  showed  itself  capable  of  giving  rise  to 
would  pro|)ably  have  been  noted  at  the  end  of  the  operation. 
It  is  likely  that  the  bruising  gave  rise  to  hsemorrhage  into 
the'  substance  of  the  corpus  luteum,  followed  in  the  course 
of  the  day  by  a  giving  way  of  the  overlying  ovarian  tissue. 
The  distal  vessels  on  the  uterine  side  of  the  ovary  had  been, 
of  course,  tied,  while  the  ovarian  artery  on  the  proximal  side, 
continuing  to  pump  blood  into  the  ovary,  doubtless  brought 
about  a  condition  of  temporary  circulatory  disturbance  in 
the  gland  itself. 

Examination  of  the  ovary  after  removal  showed  the  corpus 
luteum  to  be  so  soft  that  it  crumbled  away  in  the  fingers 
with  the  least  pressure.  At  the  time  of  the  second  (emergency) 
operation  there  was  only  a  gentle  ooze  from  its  surface,  which 
no  doubt  was  ,  accounted  for  by  the  collapsed  state  of  the 
circulation  from  the  loss  of  blood.  The  ovary  was  otherwise 
healthy. 

This  case  shows  that  in  certain  circumstances  a  corpus 
luteum  may  be  a  source  of  danger  after  hysterectomy.  With 
the  experience  thus  gained  I  should  hesitate,  after  hyster- 
ectomy, '■  to  leave  an  ovary  behind  with  a  distinct  corpus 
luteum '  •  Probably  the  simplest  plan  would  be  to  remove  it, 
but  if  the  other  ovary  were  diseased,  and  it  was  desiralile  to 
leave  the  ovary  containing  the  corpus  luteum,  one  could  either 
resect  the  ovary  or,  preferably,  ligature  the  ovarian  artery 
in  the  infundibulo-pelvic  ligament.  Recent  experience  seenis 
to  show  that  a  resected  ovary  is  apt  to  become  cystic,  and 
call  eventually  for  further  operative  interference. 

Jayle   believes   that  hsemorrhagic    ovaritis    is    a    bilateral 


\) 


-4 

\ 


% 


K 


^ 


:^ 


[Face  page  310. 


BY   DR   J.    HAIG   FERGUSON.  311 

condition,  and  advises  that  when  a  lioemoiThaL,dc  cyst  of  one 
ovary  is  discovered,  the  opposite  ovary  should  also  be  removed, 
unless  there  is  some  very  definite  contra-indication.  He 
describes  a  case  where  he  removed  an  ovary  and  uterus  for 
a  fibroid.  The  ovary  was  somewhat  sclerosed  and  contained 
a  blood  cyst.  A  year  later  the  patient  was  operated  on  for 
the  cure  of  a  ventral  hernia ;  free  blood  was  found  in  the 
peritoneal  cavity,  the  source  of  which  was  a  ruptured  cyst 
in  the  remaining  ovary  which  had  obviously  ruptured  during 
the  examination  before  the  operation.  I  would  emphasise, 
however,  that  in  my  case  the  condition  was  not  one  of 
hsemorrhagic  ovaritis,  but  merely  haemorrhage  from  a  bruised 
corpus  luteum  in  an  otherwise  apparently  normal  ovary. 
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removed  by  supra  -  vaginal 
hysterectomy,  where  severe 
post-operative  hemorrhage  oc- 
cured  from  a  corpus  lu- 
teum,  307 

Ferguson,  Dr  Samuel,  elected 
Ordinary  Fellow,  180 

Fibroid,  of  uterus,  15,  16,  18,  214  ; 
cervical,  23,  72,  275 ;  uterine  of 
unusually  rapid  growth,  132: 
showing  fatty  infiltration,  274 ; 
with  cystic  degeneration,  275  ; 
degenerating,  giving  rise  to 
severe  floodings,  277  ;  of  uterus, 
showing  unusual  form  of  cystic 
change,  307 

Finlay,  Dr  Thomas,  elected  Ordin- 
ary Fellow,  130 

Forceps,  obstetric,  modified  to 
allow  of  axis-traction  by  tape 
attachment,  20;  parametrium, 
62 

Fordyce,  Dr  William,  elected 
Member  of  Council,  2;  shows 
cancerous  uterus  removed  by 
abdominal  pan  -  hysterectomy 
(Wertheim),  two  cases,  15  ;  on 
Dr  M'Cann's  paper,  65  ;  shows 
uterine  fibroid  of  unusually 
rapid  growth,  132;  double  pyo- 
salpinx, 132;  haemato-salpinx 
1 32  ;  tubo-ovarian  suppurating 
cyst  and  gangrenous  appendix 
removed  from  the  same  patient, 
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132 ;  on  Sir  Halliday  Groom's 
paper,  160;  on  Dr  Young's 
paper,  178;  on  Dr  Robertson's 
paper,  203 ;  on  Dr  M'Kendrick 
and  Dr  Young's  paper,  212; 
shows  large  fibroid  of  uterus, 
214 ;  fibro-myomatous  tumour 
of  the  mesentery,  214  ;  uterine 
cervical  fibroid,  215;  malignant 
adenoma  of  the  body  of  the 
uterus,  216  ;  extra-uterine  gesta- 
tion, 216 ;  on  Sir  Halliday 
Groom's  paper,  223  ;  reads  paper 
on  complete  absence  of  the 
vagina :  regurgitation  of  men- 
strual blood  through  the  Fal- 
lopian tube  into  the  peritoneal 
cavity,  224;  on  Dr  Lackie's 
paper,  243;  on  the  "Maternity 
Benefit"  discussion,  267;  shows 
puerperal  uterus  removed  after 
Gaesarean  section  for  cervical 
fibroid  obstructing  labour,  277  ; 
degenerating  fibroid  giving  rise 
to  severe  fioodings,  277  ;  tubal 
gestation  with  complete  ovum, 
278;  uterus  with  sloughing 
intra-uterine  polypus,  278  ;  on 
Professor  Kynoch's  paper,  285 ; 
on  Dr  Haultain's  paper,  292 ; 
on  Dr  Johnstone's  paper,  303 

Fraser,  Sir  Thomas,  on  the 
"  Maternity  Benefit "  discussion, 
267 

Free-Martin,  Numan,  a  forgotten 
observer  on  the,  89 


G 


Gardner,    Dr    L.    P.  M.,  elected 

Ordinary  Fellow,  130 
Gunn,     Dr     James    T.,    elected 

Ordinary  Fellow,  180 
Guthrie,  Dr  Cowan,  on  Dr  Haig 

Ferguson's  paper,  86 


H 


Haemato-salpinx,  132 

Hart,  Dr  Berry,  reads  paper  on 
Numan  of  Utrecht,  a  forgotten 
observer  on  the  Free-Martin,  89  ; 
on  Sir  Halliday  Groom's  paper, 
159 ;  on  Dr  Young's  paper, 
177 

Haultain,  Dr  F.  W.  N.,  elected 
Member  of  Gouncil,  2 ;  reads 
valedictory  address,  2 ;  shows 
ovaries  (and  uterus)  removed  for 
epilepsy,  18;  cervical  fibroid, 
72 ;  skiagram  of  pelvis  of  a 
woman  who  had  met  with  hunt- 
ing accident,  72 ;  on  Dr  Haig 
Ferguson's  paper,  84 ;  shows 
double  pyosalpinx,  181  ;  on  Dr 
Davidson's  paper,  194 ;  on  Dr 
Robertson's  paper,  202 ;  on  the 
"  Maternity  Benefit  "  discussion, 
261  ;  shows  ectopic  gestation  at 
eighth  month,  274 ;  ectopic 
gestation  with  decidual  cast, 
274 ;  fibroid  showing  fatty 
infiltration,  274 ;  fibroid  with 
cystic  degeneration,  275 ;  skia- 
gram of  a  marked  malacosteon 
pelvis,  275 ;  cervical  fibroid, 
275  ;  over  -  boiled  sago  -  like 
material  from  the  abdomen, 
276 ;  on  Professor  Kynoch's 
paper,  285 ;  reads  paper  on  the 
difliculty  of  diagnosis  of  ectopic 
^,    pregnancy,  287 

Heard,  Dr  Richard,  elected 
Ordinary  Fellow,  180 

Henderson,  ]\Ir,  on  Dr  Berry  Hart's 
paper,  128 

Hewat,  Dr  A.  Fergus,  elected 
Ordinary  Fellow,  130 

Honeyford,  Dr  John,  elected 
Ordinary  Fellow,  180 

Hume,  Dr  W.  ^Nlaitland,  elected 
Ordinary  Fellow,  20 
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Huskie,  Dr  David,  elected  Ordin- 
ary Fellow,  1 30 


J 


Johns,    Dr    W.     Wilton,    elected 

Ordinary  Fellow,  130 
Johnston,   Dr    G.    Minto,  elected 

Ordinary  Fellow,  130 
Johnstone,    Dr    R.    W.,    on     Dr 

Lackie's     paper,     246  ;     shows 

chorio-angioma  of  placenta,  27 S  ; 

reads  paper  on   chorio-angioma 

of  the  placenta,  29G 


K 


Kanga,  Dr  K.  B.,  elected  Ordinary 
Fellow,  130 

Kerr,  Dr.  F.  K.,  elected  Ordinary 
Fellow,  130 

Kerr,  Dr  Munro,  on  the  "  Mater- 
nity Benefit "  clause  of  the 
National  Insurance  Act,  259, 
273 

Kramer  Dr  Hermann,  elected 
Ordinary  Fellow,  213 

Kynoch,  Prof.  J.  A.  C,  elected 
Member  of  Council,  2  ;  on  Dr 
M'Cann's  paper,  64 ;  on  the 
"  Maternity  Benefit "  discussion, 
261  ;  shows  myomatous  uterus 
with  axial  rotation,  278 ; 
reads  paper  on  axial  rotation 
(cervical  torsion)  of  the  myo- 
matous uterus,  279 ;  on  Dr 
Haultain's  paper,  292 


Lackie,  Dr  Lamond,  elected  Libra- 
rian, 2  ;  on  Dr  Haig  Ferguson's 


paper,  84  ;  on  Sir  Halliday 
Groom's  paper,  161  ;  on  Dr 
Young's  paper,  177 ;  on  Dr 
Fordyce's  paper,  232;  reads 
paper  on  an  experience  of  three 
cases  of  pubiotomy,  234;  reads 
paper  on  an  unusual  cause  of 
pain  in  the  back,  249;  on  Dr 
Haultain's  paper,  293 

Langwill,  Dr  James,  elected 
Ordinary  Fellow,  2 

Lawrie,  Dr  Thomas  Harcourt, 
elected  Ordinary  Fellow,  180 

Leebody,  Dr  H.  A.,  elected 
Ordinary  Fellow,  130 

Leslie,  Dr  W.,  elected  Ordinary 
Fellow,  130 


M 


M'Gann,  Dr  F.  J.,  reads  paper  on 

the     technique    of     the     more 

extensive  abdominal  operations 

for    cancer  of    the  womb,   24 ; 

replies  to  discussion,  68 
Macdonald,     Dr    Angus,    elected 

Senior  Secretary,  2 
Macdonald,  Dr  A.  Minto,  elected 

Ordinary  Fellow,  130 
M'Ewan,    Dr    Alexander,   elected 

Ordinary  Fellow,  180 
M'Gibbon,  Dr  John,  on  "Maternity 

Benefit "  discussion,  273 
M'Intosh,    Dr    Morrison,    elected 

Ordinary  Fellow,  130 
Mackay,  Dr  Malcolm   E.,  elected 

Ordinary  Fellow,  130 
M'Kellar,     Dr     George,     elected 

Ordinary  Fellow,  180 
M'Kendrick,  Dr  Archibald,  shows 

pelvimeter  for  use  with  X-rays. 

182  ;  reads  paper  with  Dr  James 

Young    on    a  new    method    of 

measuring  the  pelvic  brim  by 

radiograjihy,  205 
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M'Laren,      Dr      John,     on      the 

"  Maternity  Benefit "  discussion, 

271 
M'Laren,     Dr     Eobert,     elected 

Ordinary  Fellow,  130 
Malcolmson,    Dr    A.  M.,    elected 

Member  of  Council,  2 
MarshaU,  Dr  L.  E.  H.  P.,  elected 

Ordinary  Fellow,  1 30 
Matheson,     Dr     Angus,     elected 

Ordinary  Fellow,  130 
Melville,     Dr     George,      elected 

Ordinary  Fellow,  130 
Melville,    Dr    Kenmure,    elected 

Member  of  Council,  2 
Miller,  Dr  A.  S.,  elected  Ordinary 

Fellow,  130 


N 


Nasmyth,  Dr  Alexander,  elected 
Ordinary  Fellow,  130 

Nicholson,  Dr  Oliphant,  elected 
Editor  of  the  Transactions,  2 ; 
on  Sir  Halliday  Groom's  paper, 
161 ;  on  Dr  Young's  paper,  178 

Numan,  the  veterinarian  and  com- 
parative anatomist  of  Utrecht, 
89 


O 


Oliphant,   Dr    Lawrence,    elected 

Member  of  Council,  2 
Olivier,  Dr  P.  J.,  elected  Ordinary 

Fellow,  2 
Orr,   Dr  John,   elected   Ordinary 

Fellow,  130 
Orr,  Dr  T.  S.  A.,  elected  Ordinary 

Fellow,  130 
Ovaries,  removed  for  epilepsy,  18 
Ovary,    removed    from    inguinal 

hernia,  17  ;  tumour  of,  removed 

from  labium   majus,    73;    with 

luteal  hsematoma,    134 ;    trans- 


plantation of  in  the  human 
being,  182  :  malignant  tumour 
of,  developing  during  pregnancy, 
213 


Paterson,  Dr  Keppie,  on  Sir 
Halliday  Groom's  paper,  160 ; 
on  Dr  Piobertson's  paper,  202 ; 
on  Dr  Lackie  s  paper,  244 ;  on 
the  "  Maternity  Benefit "  discus- 
sion, 269 

Paterson,  Dr  William,  elected 
Ordinary  Fellow,  130 

Pelvis,  skiagram  of  a  marked 
malacosteon,  275 

Perineum,  lateral  incision  of,  and 
its  immediate  repair  after 
labour,  201 

Peterson,  Dr  George  P.,  elected 
Ordinary  Fellow,  130 

Placenta,  showing  bifurcation  of 
umbilical  cord,  13;  chorio- 
angioma  of.  296 

Pregnancy,  ruptured  tubal,  with 
strangulation  of  an  ovarian 
pedicle,  74 ;  malignant  ovarian 
tumour  developing  during,  213  ; 
extra-uterine,  216  ;  ectopic,  two 
examples  of  the  diflSculty  of 
diagnosis  of,  287 

Price,  Dr  Edmund,  on  Dr 
M'Kendrick  and  Dr  Young's 
paper,  212 

Pubiotomy,  treatment  of  contrac- 
tion of  pelvic  outlet  by,  164 ; 
an  experience  of  three  cases 
of,  234 

Pyosalpinx,  removed  during  puer- 
perium,  74  ;  double,  132  ;  double 
tubercular,  180  ;  bilateral,  uterus 
and  appendages  removed  for, 
180;  double,  probably  originat- 
ing in  a  tubercular  condition, 
181 
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lladiography,  measuring  the  pelvic 
brim  by,  205 

rdtchie,  Dr  A.  G.,  elected  Ordin- 
ary Fellow,  180 

Piitchie,  Dr  G.  B,  elected  Ordin-  j 
ary  Fellow,  130 

Ritchie,  Dr  James,  on  Dr  Haig 
Ferguson's  paper,  85 ;  on  Sir 
Halliday  Groom's  paper,  160; 
on  Dr  Robertson's  paper,  203 ; 
on  Dr  Haultain's  paper,  294 ; 
on  Dr  Johnstone's  paper,  304 

Ritchie,  Dr  T.  0.,  elected  Ordin- 
ary Fellow,  2 

Robertson,  Dr  Macdonald,  elected 
Ordinary  Fellow,  130 

Robertson,  Dr  Robert,  reads  paper 
on  lateral  incision  of  the 
perineum  and  its  immediate 
repair  after  labour,  201 ;  on  the 
"  Maternity  Benefit ''  discussion, 
268,  272 

Ronaldson,  Dr  R.  Miller,  elected 
Ordinary  Fellow,  130 

Rosair,  Dr  H.  Basil,  elected 
Ordinary  Fellow,  130 

Russell,  Dr  A.  W.,  on  the 
"  Maternity  Benefit "  discussion. 


S 


Sabawala,     Dr     B.     P.,     elected 

Ordinary  Fellow,  130 
Selkirk,  Dr  W.  J.  Burns,  elected 

Ordinary  Fellow,  130 
Sibbald,    Dr    T.    R.     S.,    elected 

Ordinary  Fellow,  130 
Silberbauer,  Dr  Stanley  F.,  elected 

Ordinary  Fellow,  180 
Simpson,  Dr  G.  Barbour,  elected 

Treasurer,     2 ;     makes    annual 

statement  as  Treasurer,  1 
Simpson,    Sir    James     Y.,    some 


reminiscences  of  his  association 
with  the  Edinburgh  Obstetrical 
Society,  2 

Sivright,  Dr  D.  R.  B.,  elected 
Ordinary  Fellow,  2 

Spence,  Dr  John  W.  L.,  elected 
Ordinary  Fellow,  131 

Steuart,  Dr  Murray  B.,  elected 
Ordinary  Fellow,  180 

Stewart,  Dr  Peter,  elected  Ordin- 
ary Fellow,  213 

Stewart  -  Sandeman,  Dr  Laura, 
elected  Ordinary  Fellow,  213 


Taylor,    Dr     James     A.,    elected 

Ordinary  Fellow,  131 
Treasurer  (Dr  Barbour   Simpson) 

makes  Annual  Statement,  1 


U 

Uterus,  ruptured,  removed  by 
vaginal  hysterectomy,  13 ;  fib- 
roid of,  15,  16,  18,  214;  cancer- 
ous, removed  by  Wertheim's 
method,  15 ;  removed  by  Wer- 
theim's operation  for  malignant 
disease,  17 ;  sarcoma  of,  72 ; 
removed  for  cancer  of  cervix  by 
Wertheim's  method,  131 ;  with 
placenta  from  case  of  Csesarean 
section  at  term,  133 ;  adeno- 
myoma  of,  134;  removed  for 
intractable  haemorrhage,  184 ; 
malignant  adenoma  of,  216; 
puerperal,  removed  after  Csesar- 
ean  section  for  cervical  fibroid 
obstructing  labour,  277 ;  with 
sloughing  intra-uterine  polypus, 
278 ;  axial  rotation  of  myoma- 
tous, 279 ;  fibroid  of,  showing 
unusual  form  of  cystic  change, 
307 
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V 


Vagina,  complete  absence  of,  224 
Veitch,    Dr    Alexander,     elected 
Ordinary  Fellow,  131 


W 

Walker,  Dr  Ernest  A.,  elected 
Ordinary  Fellow,  180 

AValker,  Dr  Norman,  on  the 
"  Maternity  Benefit ''  discussion, 
3G3 

Wallace,  Professor,  on  Dr  Berry 
Hart's  paper,  127 

Watson,  Dr  Anne  Mercer,  elected 
Ordinary  Fellow,  213 

Watson,  Dr  B.  P.,  elected  junior 
Secretary,  2 ;  shows  cervical 
fibroid  removed  by  hysterec- 
tomy, 23 ;  photo-micrographs 
for  teaching  of  gynaecological 
pathology,  23 ;  on  Dr  Haig 
Ferguson's  paper,  87 ;  adeno- 
myoraa  of  uterus,  134 ;  on  Dr 
Robertson's     paper,     203 ;     on 


Professor  Kynoch's  paper,  286 ; 

on  Dr  Johnstone's  paper,  303 
Womb,   cancer  of,   the   technique 

of  the  more  extensive  abdominal 

operations  for,  24 
Wood,    Dr    A.    ^Murray,    elected 

Ordinary  Fellow,  131 


Young,  Dr  James,  on  Dr  Haig 
Ferguson's  paper,  86 ;  shows 
uterus  removed  for  intractable 
haemorrhage — ovary  with  luteal 
haematoma,  134 ;  reads  paper 
on  the  treatment,  of  contrac- 
tion of  the  pelvic  outlet,  164; 
on  Dr  Robertson's  paper,  204 ; 
reads  paper  with  Dr  Archibald 
M'Kendrick  on  a  new  method 
of  measuring  the  pelvic  brim 
by  radiography,  205 ;  on  Dr 
Fordyce's  paper,  232 ;  on  Dr 
Lackie's  paper,  244 ;  on  Dr 
Haultain's  paper,  294 ;  on  Dr 
Johnstone's  paper,  304 
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